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\- OR many years the Boston City Hospital has years more effectively carried its share of this 

. done more than any other institution in the medical burden than the Haymarket Square Re- 
community toward caring for acutely ill or injured _ lief Station, which was opened in 1902 and closed 
citizens. Its several departments have grown and_ in March, 1938, as a necessary economy meas- 

‘ operated in the face of changing social conditions ure. As a branch of the hospital, in the course 

: and varying public needs. From a very small of some years, it received and cared for as many 

Taste 1. Annual Admission Rates. 

ALCOHOLIC ALCOHOLIC L 

TOTAL ouT- HOUSE ALCOHOLIC ALCOHOLIC TOTAL 

PATIENTS PATIENTS PATIENTS HOLIC ouT- HOUSE ALCOHOLIC 

TREATED ADMITTED TREATED ADMITTED PATIENTS PATIENTS PATIENTS PATIENTS 
1927 M 17,35 19,661 245 732 97 141 
F 7 344 7,434 13 25 38 0.18 738 O51 
: 1928 M 17.519 2,259 19.778 247 717 964 1.40 31.73 4.87 
7156 71493 13 28 41 0.18 8.30 0.54 
1929 M 18,089 2,111 20,200 286 574 860 1.58 27.19 4.25 
F 7,389 7.704 10 17 27 0.13 5.39 0.35 
1930 M 18.759 1,978 20.737 347 467 814 1.84 23.60 3.92 
. 71662 7.957 10 20 30 0.13 6.77 0.37 
1931 M 20,420 1,946 22,366 303 622 925 1.48 31.96 4.13 
F 8.340 1 8.631 19 35 0.22 12.02 0.62 
1932 M 21,135 1,623 22,758 343 510 853 1.62 31.42 3.74 
F 8,632 242 8.874 13 28 41 0.15 11.57 0.46 
1933 M 21,605 1,621 23.226 405 530 935 1.87 32.60 4.02 
F 8.825 242 9.067 19 59 0.21 16.11 0.65 
1934 M 22/133 1,655 23,788 450 627 1,077 2.03 37.87 4.52 
9.040 4 9,287 30 53 0:33 21.45 0.89 
1935 M 22/486 1,638 24.124 382 675 1,057 1.69 41.20 4.38 
9.184 245 9.429 23 0.25 22.04 0.81 
1936 M 21,836 1,280 23,116 547 732 1,27 2/55 57.19 5.53 
F 8.919 191 9.110 25 70 95 0.28 36.64 1.04 
Totals Mt 201,340 18,414 219,754 3,555 6,186 9,741 oo — 
F 82.237 2.749 84.986 175 370 545 
Averages M 1.76 33.59 4.43 
0.2 13.45 0.64 
Grand totals 283,577 21,163 304,740 3,730 6,556 10,286 
1.31 30.97 3.37 


Grand averages 


beginning in 1864 it has developed to its present as 1400 persons annually who were suffering from 
size of 2508 beds, and stands today as one of the various stages of physical disability associated with 
largest general hospitals in the United States. In the excessive use of alcohol. 

1938 it admitted 42,750 patients to its wards and was In order to obtain the information reported in 
visited by 95,275 outpatients. No department of this survey, approximately 40,000 case records of 


this large tax-supported institution has in recent 


*From the Neurological Unit of the Boston City Hospital and the Depart- 
ment of Diseases of the Nervous System of the Harvard Medical School. 

This study was completed in part with the assistance of Works Progress 
Administration Projects (Numbers 6148-1047 and 14667) for the Study 
of Alcoholism at the Boston City Hospital, 1936-1938. 

+Associate in psychiatry, Harvard Medical School; assistant visiting psychi- 
atrist, Boston City Hospital. 

tResearch fellow in neurology, Harvard Medical School. 


patients admitted from 1927 to 1937 were exam- 
ined so as to learn the incidence of alcoholism 
among all admissions to the Haymarket Square 
Relief Station. Approximately 10,000 cases were 
found to be alcoholic, and these form the material 
of this study. In spite of possible errors, the records 
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are considered sufficiently accurate to warrant 
some conclusions. 

Between 1927 and 1937 there were treated at 
the relief station a total of 304,740 patients — 
219,754 were men and 84,986 women. By far the 
largest number of these, 283,577, were outpatients, 
— 201,340 men and 82,237 women (Table 1). 
The patients admitted to the wards numbered 
21,163, and of these 18,414 were men and 2749 
women. ‘This represents an average of about 2116 
house patients annually, although in the first two 
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all patients admitted represented 3.4 per cent. 
Average annual visits to the outpatient depart- 
ment were made by 373 alcoholic patients, com- 
pared with visits by 28,358 outpatients in all. 


Length of Stay 

The majority of the house patients referred to 
abéve required care for one day or less (Table 2). 
The annual variation between 1927 and 1937 
shows that the minimum number of patients re- 
ceiving house care for one day was 456 in 1930 


Taste 2. Length of Stay of Patients with Alcoholism. 


NO. OF PATIENTS TREATED FOR THE DESIGNATED NO. OF DAYS 


TOTAL TOTAL 
TOTAL NUMBER OUT- NUMBER 
PATIENT HOUSE PATIENT PATIENTS 


YEAR 
1 2 SPHERE SA DAYS PATIENTS VISITS TREATED 
TREATED 
1927 7 30 a a: 1 1 856 757 258 1,015 
1928 1 1 2 909 745 260 1,005 
1929 37 1 650 591 296 887 
1930 456 923 4 1 2 568 487 357 844 
1931 624 22 4 3 1 1 1 1 747 657 322 979 
1932 500 24  - 1 1 2 1 1 1 663 538 356 894 
1933 535 20 670 57 424 994 
1934 670 7 1 1 711 680 480 1,160 
1935 689 20 9 3 2 s 4&4 1 1 840 729 405 1,134 
1936 t 4k 1 1 999 802 572 1,374 
761 656 374 1,029 


Averages 545 


years of the period reported the number was 
much larger than the average, and in the latter 
years there was a steady decrease. This gradual 
decrease of admissions to the wards was accom- 
panied by a correspondingly gradual, although 
irregular, rise in the number of outpatients. The 
average ratio of men to women among outpatients 
was approximately 2.5:1.0 and among house pa- 
tients approximately 7:1. 

Between 1927 and 1937, 3730 alcoholic patients 
were treated in the outpatient department, and 
6556 were admitted to the wards, a total of 10,286 
cases. Of the 3730 alcoholic outpatients, 3555 
were men and 175 were women, while of the 6556 
alcoholic ward patients 6186 were men and 370 
women. Among all alcoholic patients admitted 
to the relief station, men outnumbered women 
in the ratio of 18:1. 

In the outpatient group (Table 1), men with 
alcoholism represented 1.8 per cent and women 
0.2 per cent for the ten-year period. Men with 
alcoholism constituted 33.6 per cent of all male 
house patients, and the women with alcoholism 
13.5 per cent of all female house patients. Alco- 
holic outpatients of both sexes made up 1.3 per 
cent of all outpatients, and alcoholic house pa- 
tients of both sexes made up 31.0 per cent of all 
house patients. Alcoholic patients of each sex 
compared with all patients admitted represented 
4.4 per cent of the men and 0.6 per cent of the 
women. The totals of both sexes compared with 


and 720 in 1936. The average was 545. An annu- 
al average of 25 patients required hospital care 
for two days, and 7 required care for three days. 
The maximum stay was twenty-six days. The 
total patient-days per year varied between 568 
in 1930 and 999 in 1936, or a yearly average of 
761. Outpatient visits for alcoholism varied from 
258 in 1927 to 572 in 1936. This increase was 
quite regular and sustained; the yearly average 


Taste 3. Ratio of Alcoholic Patients to All Patients 
Treated. 
YEAR TOTAL PATIENTS ALCOHOLIC PATIENTS ALCOHOLIC 
TREATED TREATED PATIENTS 
% 
1927 27,095 1,015 3.74 
1928 27,271 1.005 3.64 
1929 27,904 887 3.18 
1930 28,694 844 2.94 
1931 30.997 979 3.16 
1932 31.632 894 2.82 
1933 32,293 994 3.07 
1934 33.075 1,160 3.50 
1935 33,553 1,134 3.37 
1936 32,226 1,374 4.27 
Totals 304,740 10,286 
Average 3.37 


was 374. From 487 to 802 individuals were treated 
annually as house patients, including repeaters. 
The average number of alcoholic house patients 
admitted annually was 656, and that of both alco- 
holic house and outpatients was 1029. 


Ratio of Alcoholic to Non-Alcoholic Patients 


Alcoholic patients (both house and outpatient) 
for the period studied represented from 2.82 per 


139 


Vol. 221 No. 2 


ALCOHOLISM AT THE BOSTON CITY HOSPITAL 47 


MOORE AND GRAY 


cent of all patients in 1932 to 4.27 per cent in 
1936 (Table 3). The annual average percentage 
was 3.37. These figures are apparently not sig- 
nificant unless the purpose of the relief station 
is considered, as well as the fact that the averages 
represent only cases in which alcoholism was the 
presenting problem, and do not show the addi- 
tional large group in which alcoholism accom- 
panied other and more serious conditions. 


Cost of Care of Alcoholic Patients 


The cost of hospital care varied with general 
economic conditions. For all outpatient visits, the 
lowest cost per visit reported was $1.89 during 
1934 and the highest was $2.84 during 1930 
(Table 4). The cost of treating outpatients for 


pared with the ratio of alcoholic to non-alcoholic 
admissions, is almost twice that warranted by the 
number of alcoholic patients. This is especially 
significant in view of the relatively short stay of 
the majority and the high number of outpatients 
during the period studied.* 


DISCUSSION 


The above figures are presented as part of a 
cross-sectional picture of alcoholism based on the 
records of the Haymarket Square Relief Station. 
Because of the extremely large number of out- 
patients treated for all conditions, the ratio of 
alcoholic to non-alcoholic patients is apparently 
not high. However, when it is seen that 30 per 


Taste 4. Cost of Treating Alcoholism. 


PER CAPITA NUMBER TOTAL 
YEAR COST OF OF COST OF 
OUTPATIENTS OUTPATIENT OUTPATIENT 
PER VISIT VISITS TREATMENT 
1927 $2.58 258 $665.64 
1928 2.70 260 702.00 
1929 2.77 296 819.92 
1930 2.84 357 1,013.88 
1931 2.67 322 859.74 
1932 2.34 356 833.04 
1933 1.99 424 843.76 
1934 1.89 480 907.20 
1935 2.06 405 834.30 
1936 2.11 572 1,206.92 
Totals 3,730 8,686.40 


PER CAPITA TOTAL TOTAL TOTAL 
COST OF HOUSE cost OF cost 
HOUSE PATIENTS PATIENT HOUSE oF 
PER DAY DAYS TREATMENT TREATMENT 
$4.25 856 $3,638.00 $4,303.64 
4.57 909 4,154.13 4,856.13 
5.21 650 3,386.50 4,206.42 
5.54 568 3,146.72 4,160.60 
5.39 747 4,026.33 4,886.07 
4.75 663 3,149.25 3,982.29 
4.64 67) 3,108.80 3,952.56 
4.89 711 3,476.79 4,383.99 
5.34 840 4,485.60 5,319.90 
5.34 999 5,334.66 6,541.58 
7,613 37,906.78 46,593.18 


alcoholism is the product of the number of out- 
patient visits and the average cost per visit. The 
annual total cost ranged from $665.64 in 1927 to 
$1206.92 in 1936. The average annual cost in the 
outpatient department was $868.64. When the 
number of patient-days in the house is multiplied 
by the cost per day, the total cost for house pa- 
tients is obtained. The annual cost of care for 
alcoholic house patients ranged from $3108.80 in 
1933 to $5334.66 in 1936, with an average of 
$3790.68. The total annual cost of treating all 
alcoholic patients ranged from $3952.56 in 1933 
to $6541.58 in 1936, with an average annual cost 
of $4659.32. 


Relation of Cost of Treating Alcoholic Patients 
to Total Expenditures 


It is of interest to note that between 4.5 per 
cent (1930) and 8.0 per cent (1936) of the total 
cost of maintaining the Haymarket Square Relief 
Station between 1927 and 1937 was necessitated 
by the care of alcoholic patients, the average being 
5.6 per cent (Table 5). This percentage, as com- 


cent of all house patients were suffering from 
alcoholism, the figures assume larger significance. 
It was not possible to obtain identical data from 


Taste 5. Ratio of Cost of Treating Alcoholic Patients 
to Annual Budget. 


ANNUAL Bupcer, Cost or TREATING In Terms 
YEAR HAYMARKET SQUARE ALCOHOLIC OF ANNUAL 

Revier STATION PATIENTS Bupcet 

% 

1927 $79,889.84 $4,303.64 5.39 
1928 84,686.09 4,856.13 5.73 
1929 89,133.66 4,206.42 4.72 
1930 92,819.30 4,160.60 4.48 
1931 93,344.84 4,886.07 5.23 
1932 86,997 .32 3,982.29 4.58 
1933 74,043.18 3,952.56 5.34 
1934 73,945.00 4,383.99 5.93 
1935 82,076.36 5,319.90 6.48 
1936 81,316.03 6,541.58 8.04 
Totals $838,251.62 $46,593.18 
Average 5.59 


the Boston City Hospital proper, owing to the vast 
number of admissions (over 1,000,000), but it has 
been previously shown? that the alcoholic admis- 


*The per-diem cost of care at the relief station is prorated for all patients 
admitted. It is on such a basis that the ratio of the cost of care for 
alcoholic patients to the cost of care of all patients is greater than the ratio 
of the number of alcoholic patients to all patients treated. 
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sions to the main hospital have been between 7 
and 14 per cent of all admissions. Almost no 
alcoholic outpatients are treated at the main hos- 
pital, and so few at the relief station that the total 
figures appear to be less important than they ac- 
tually are. The patients treated at the relief sta- 
tion represent a distinct social and economic 
level.* It will be increasingly apparent that the 
conditions reported by no means represent those 
of the community at large, because many alco- 
holic patients are cared for privately or in other 
institutions. 


In estimating the total cost of alcoholism 
(acute and chronic) to public agencies the follow- 
ing must be considered: 


The actual cost of care (in hospitals) for acute 
and chronic alcoholism. 

The care of alcoholic patients in mental hos- 
pitals over long periods. 

The court costs required for the penal disposi- 
tion of alcoholic patients. 

The maintenance of alcoholic patients in penal 
institutions such as the Bridgewater State 
Farm. 

The loss of income and earning power by the 
alcoholic patient. 

The expenditures for relief, welfare and other 
social complications for the family and de- 
pendents of the disabled alcoholic patient. 


The costs presented in this paper represent only 
a part of the first item, and must be multiplied 
many times to show the total cost of alcoholism 
throughout the Commonwealth. Many of the 
patients represented here as spending only one day 
in the Haymarket Square Relief Station were 
transferred almost at once to the Boston City Hos- 
pital for much longer stays or to other institutions 
because of the gravity of their condition. 

The immediate care of acute alcoholic patients 
represents the minimal part of the total cost of 
alcoholism to the City of Boston and the Common- 
wealth. It becomes apparent that a medical prob- 
lem of this magnitude requires new methods of 
treatment and a new plan for dealing with those 
so addicted. 

Preventive medicine must play a prominent 
role in the execution of any program for meeting 
this problem. In the Boston Municipal Court 
specific penological measures are being applied 
in the hope of decreasing the number of repeaters 
who appear before the bar. Physicians, having 
accepted alcoholism as a medical problem, must 
apply the best technics at their disposal to the 
treatment of alcoholism as they have done for 
other endemic problems. The data presented 


*Data concerning this phenomenon are reported in subsequent papers. 
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here serve to demonstrate that there is no appre- 
ciable decline in the incidence or cost of alcoholism 
following symptomatic treatment. It has been 
repeatedly shown that the basic problems of the 
individual alcoholic patient are psychological and 
social rather than physical (Fleming,° Seliger,’ 
Tillotson and Fleming‘). Symptomatic and emer- 
gency treatment of alcoholism is not sufficient, and 
social and psychotherapeutic technics must be in- 
cluded. 

The attitude of one commentator on a similar 
situation cannot be shared without qualification. 
Salinger,’ writing of conditions in Germany in 
1928, deplored the cost to the taxpayers of mental- 
hospital treatment for alcoholic patients. He 
pointed out that the law allowed incarceration of 
drunkards who fail in their economic obligations, 
and recommended that they be put in workhouses, 
where the treatment should take the form of labor 
suitable to the individual. Treatment in mental 
hospitals was not believed by him to lead to cures 
and was considered an unjustifiable expense. 


Certainly any plan for the treatment of alco- 
holism which does not give due attention to pre- 
vention is fundamentally unsound. The present 
method of routine care for acute alcoholic patients 
has failed to lower the incidence and cost in one 
department of the Boston City Hospital. The out- 
standing need in Boston is not for more facilities 
for the treatment of chronic alcoholic patients 
while acutely intoxicated. It is rather for means 
by which the alcoholic patient can be studied as an 
individual, the possibility for his reclamation eval- 
uated and psychiatric treatment made available 
where it seems to provide promise of worthwhile 
results. Provision for this treatment under medical 
supervision is not a serious risk where important 
improvement may result. Along with tuberculosis 
and syphilis, alcoholism can today be classed 
among the major problems in public health. 


SUMMARY 


The annual admissions of alcoholic and non- 
alcoholic patients to the Haymarket Square Relief 
Station from 1927 to 1937 are reported. Of 304,740 
patients treated during that time, 10,286 were suf- 
fering from alcoholism. 

Most of the alcoholic admissions were to the 
wards — almost twice the number treated in the 
outpatient department. 

Among all alcoholic patients, the ratio of men to 
women was 18:1. 

Alcoholic patients constituted 33.6 per cent of 
all male house patients, and 13.5 per cent of all 
female house patients. 

Partly because of the limited number of alco- 
holic patients treated as outpatients, the total num- 
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ber (both sexes) represented only 3.4 per cent 
of all patients admitted. 

The average length of stay was one day and 
the maximum stay of any alcoholic patient was 
twenty-six days. 

The cost per day of house care averaged $4.98 per 
patient. The annual average cost of treating al- 
coholic outpatients was $868.64 and that of treat- 
ing alcoholic house patients was $3790.68, a total 
of $4659.32. This represents nearly 6 per cent of 


the total expenditure for the relief station. 
The inadequacy of present methods of caring for 
alcoholic patients is discussed. 
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ALCOHOLISM AT THE BOSTON CITY HOSPITAL 


II. Conditions on Hospitalization of All Alcoholic Patients at the 
Haymarket Square Relief Station, 1923-1938* 
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BOSTON 


LTHOUGH the alcoholic patients treated at 

the Haymarket Square Relief Station of the 
Boston City Hospital from 1923 to 1938 were 
drawn from many communities, their conditions 
on hospitalization were not so varied as might be ex- 
pected. Men greatly outnumbered women among 
the 16,054 persons in this group. There were 15,229 
men (94.6 per cent) and 825 women (5.4 per cent) 
treated on the wards of the relief station and in 
the outpatient department. Among outpatients 
there were 5230 men and 261 women. The per- 
centage of men in both outpatient and house 
groups varied between 97.7 in 1923 and 90.8 in 
1936. In the years following the repeal of the 
prohibition law there was a marked increase in 
the number of women who required hospital 
treatment because of alcoholism (from 2.3 per 
cent in 1926 to 9.2 per cent in 1936). 


Age 

According to decades, the largest number of 
patients (26.2 per cent) were in that from forty to 
fifty. Approximately the same number (25.1 per 
cent), were from thirty to forty, and 17.8 per 
cent were from fifty to sixty. Two patients were 
under nine, both of them Italian boys who had 
tapped the family wine barrel. Thirty-one men 
were over eighty and the age of 747 patients was 
not recorded. The age and sex distribution was 
the same for the women as for the men. 


Marital Status 


The majority of men requiring hospital treat- 
ment for alcoholism were single. There were 8848 


*From the Neurological Unit of the Boston City Hospital and the Depart- 
ment of Diseases of the Nervous System of the Harvard Medical School. 

This study was completed in part with the assistance of Works Progress 
Administration Projects (Numbers 6148-1047 and 14667) for the Study 
of Alcoholism at the Boston City Hospital, 1936-1938. 

+Associate in psychiatry, Harvard Medical School; assistant visiting psychi- 
atrist, Boston City Hospital. 


tResearch fellow in neurology, Harvard Medical School. 


unmarried men (58.0 per cent of all men) and 
207 unmarried women (25.0 per cent of all 
women). Married persons made up the next 
largest group (men 469%, or 30.8 per cent; women 
444, or 53.8 per cent). There were 828 widowers 
and 11 widows. Forty-four men and 8 women 
had been divorced. The marital status of 806 
men and 55 women was unknown. 


Color 


All but 76 patients were white. There were 
62 Negroes, 12 Negresses, and 2 Japanese men. 
The numbers for the Negroes are greatly dispro- 
portionate to the relative number of colored pa- 
tients admitted annually for other causes, and are 
also disproportionately small in comparison with 
the number of Negro residents of Boston. 


Birthplace 


A total of 4790 patients (4581 men and 209 
women) were born in Massachusetts outside of 
Boston. Approximately the same number, 4730 
(4513 men and 217 women), were born in foreign 
countries. Sixteen hundred and twenty-five pa- 
tients (1546 men and 79 women) were born 
in Boston, and 1158 (1081 men and 77 women) 
were born in other states. The birthplace of 
3753 (3510 men and 243 women) was not re- 
corded. Of the foreign-born group, the largest 
number were born in Ireland, with Canada, Italy 
and the British Isles next in order (Table 1). 

Of the native-born group the largest number 
who had been born in Boston were in the decade 
from thirty to forty at admission. The same was 
true of those born in Massachusetts outside of 
Boston. However, those born outside of Massa- 
chusetts were mostly in the group from forty to 
fifty. This was particularly true of the foreign- 
born group; of these, 1462 men and 59 women 
were between these ages. 


50 


Residence 


More than two thirds of the patients were resi- 
dents of Boston (9881 men and 607 women); 
3878 men and 161 women were residents of Mass- 
achusetts but not of Boston. Four hundred and 


Taste 1. Birthplace of Foreign-Born. 


WOMEN TOTAL 


COUNTRY 
Ital 375 7 382 
Sweden 159 0 159 
147 2 149 
Newfoundland ........... 104 1 105 
Austria and Germany... 46 3 49 
24 0 24 
15 0 15 
France ll 0 11 
0 4 
4 0 4 
Hungary 3 0 3 
........ 3 0 3 
wae ka l 1 2 
2 0 2 
l 0 1 


ninety-six men and 16 women lived in other 
states, and 12 men and 1 woman lived in other 
countries. Two hundred and seventy-five males 
were transients or had no local habitation. The 
residence of 564 men and 38 women was un- 


Taste 2. Residence in Boston. 


DISTRICT 


MEN WOMEN TOTAL 
178 27 205 
Jamaica Plain .... 135 9 144 
Ce 72 8 80 
Roslindale ...... 61 0 61 
Boston Harbor . 43 0 43 
Hyde Park ..... 31 0 31 
Mattapan ....... 29 0 29 
Boston proper .. 25 2 27 
West Roxbury ... 26 l 27 

known. Of the Boston residents, the sections 


nearest the station supplied the largest number 
of patients (Table 2). The transients were for 
the most part younger than those in other groups; 
the largest number in the transient group were 
in the decade from twenty to thirty, in contrast 
to the other groups, where the majority were in 
those from thirty to fifty. 
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Occupation 


The occupation was not listed in about one 
fourth of the cases (4413 men and 309 women). 
Four thousand six hundred and fifty-three men 
were laborers, and 2746 men and 477 women were 
unskilled workers. Semi-skilled workers included 
1247 men and 13 women. Three hundred and 
eighty-one men and 3 women were office workers 
above the level of clerks. There were 107 pro- 
fessional men and 11 professional women. 


Methods by Which Admitted and Disposition 


Twelve thousand one hundred and _ fifty-five 
men and 557 women were brought to the relief 
station by the police and were presumably unable 
to walk. Two thousand one hundred and ninety- 
eight men and 229 women came in the am- 
bulance, by taxicab or by private car. Eight 
hundred and seventy-six men and 39 women 
walked to the relief station unaided. Of the 
group brought by the police, 5628 men and 197 
women were eventually released unconditionally. 
One thousand and fourteen men and 81 women 
were transferred to the main hospital, and 66 
men and 5 women to other hospitals. Four hun- 
dred and thirty-two men and 42 women were 
discharged against advice. One hundred and fifty- 
three men and 12 women were discharged in 
the care of friends, and 55 men and 2 women 
died. Four thousand eight hundred and seven 
men and 220 women were returned to police cus- 
tody when able to be discharged and were pre- 
sumably required to appear in court to 


answer 
charges. 
Tasre 3. Disposition of Patients. 

DISPOSITION MEN WOMEN TOTAL 
Unconditional release ..... 7,415 349 7,764 
To Boston City Hospital sk 1,494 113 1,607 
To other 93 7 100 
To police oe 5,243 258 5,501 
Against advice «............+. 692 69 761 


Of the group who were brought to the hospital 
by ambulance or other conveyance, 1280 men and 
128 women were released unconditionally, 315 
men and 28 women were transferred to the main 
hospital and 18 men and 2 women were sent to 
other hospitals. Three hundred and thirty-two 
men and 34 women were discharged to the police; 
51 men and 13 women were discharged in the 
care of friends. One hundred and eighty-five 


men and 23 women were discharged against ad- 
vice, 17 men and 1 woman died in the hospi- 
tal. ©f those who were ambulatory on admission, 
507 men and 24 women were discharged uncon- 
ditionally, 165 men and 4 women were transferred 
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to the main hospital and 9 men were transferred 
to other hospitals. One hundred and four men 
and 4 women were transferred to the police; 16 
men and 1 woman were released in the care of 
friends. Seventy-five men and 6 women were 
discharged against advice. None of the ambula- 
tory patients died in the hospital. 


Length of Stay 
The majority of patients required one day or 
less of treatment (Table 4). Some stayed in the 


Taste 4. Length of Stay. 


LENGTH OF STAY MEN WOMEN ‘TOTAL 

55 3 58 
43 4 47 


hospital longer than one week, but by far the 
greatest number were in the hospital less than 
three days. 


Condition on Discharge 

Twelve thousand nine hundred and ninety-four 
men and 659 women were relieved of the symp- 
toms of acute alcoholism on discharge. The con- 
dition of 2163 men and 183 women was the 
same on discharge as at admission, and 72 men 
and 3 women were dead. 


Time of Admission 


Approximately 7 per cent of all patients were 
admitted each hour between six in the evening 
and midnight. Between four and nine in the 


morning less than 1 per cent were admitted each 
hour (Fig. 1). 


SUMMARY 


The conditions on hospitalization of 15,229 men 
and 825 women treated at the Haymarket Square 
Relief Station of the Boston City Hospital from 
1923 to 1938 are reviewed. 

Of 16,054 patients in the group, 15,229 were men 
and 825 were women. This represents 94.9 per 
cent men for the fifteen-year period. 


Twenty-six and two-tenths per cent of all pa- 
tients were from forty to fifty years old, and 
approximately the same number were from thirty 
to forty. There were 2 boys under nine and 
31 men over eighty-one. 

Unmarried patients were commonest in this 
group, there being 8848 men (58 per cent of all 


men) and 207 women (25 per cent of all women). 
Thirty and eight-tenths per cent of the men and 
53.8 per cent of the women were married. There 


Ficure 1. Diagram Showing Time of Admission of 344 
Patients with Delirium Tremens to the Haymarket 
Square Relief Station, 1923-1937. (Each ring repre- 
sents 5 patients.) 


were 828 widowers and 11 widows. Forty-four 
men and 8 women had been divorced. 


There were 62 Negroes and 12 Negresses and 2 
Japanese men in the group. All others were white 
persons. 


Four thousand seven hundred and ninety per- 
sons were born in Massachusetts but not in Bos- 
ton, and 4730 persons were foreign born. One 
thousand six hundred and twenty-five patients 
were born in Boston. Of the foreign-born group, 
the largest number were born in Ireland, with 
Canada, Italy and the British Isles next in order. 
Thirty-two countries were represented. 


More than two thirds of the patients were liv- 
ing in Boston at the time of hospitalization. Four 
thousand and thirty-nine persons were residents 
of Massachusetts but not of Boston. The areas 
and sections of Boston nearest the station supplied 
the largest number of patients, but all sections 
were represented. 


Most of the patients were unskilled or semi- 
skilled workers. A small number were salesmen, 
office workers or professional persons. 

The police brought 12,712 patients to the hospi- 
tal; 2427 came in taxicabs, ambulances and pri- 
vate cars; 915 walked into the hospital unaided. 

Seven thousand seven hundred and sixty-four pa- 
tients were discharged unconditionally; 5501 were 
returned to police custody; 1607 were transferred 
to the Boston City Hospital, and 100 to other hos- 
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pitals. Seven hundred and sixty-one were dis- 
charged at their own request against advice; 246 
were discharged in the care of friends; 75 died. 

The majority required hospital care for one day 
or less. A few were kept longer than one week. 
Those with serious complications were referred 
immediately to the main hospital. 


July 13, 1939 


Thirteen thousand six hundred and thirty-three 
patients were improved on discharge. Two thou- 
sand three hundred and forty-six were the same 
on transfer or discharge, and 75 were discharged 
dead. 

The majority of patients were admitted between 
six in the afternoon and midnight. 


ALCOHOLISM AT THE BOSTON CITY HOSPITAL 


III. Conditions on Hospitalization of 344 Patients With Delirium Tremens 
at the Haymarket Square Relief Station, 1923-1938* 


Merritt Moore, M.D.t anp M. Geneva Gray, Pu.D.t 


BOSTON 


AS MEDICINE develops, increasing attention 
is being paid to social and psychological fac- 
tors that influence the health of the individual 
patient. Certain groups of patients are of special 
interest where these factors are being considered, 
and among them the alcoholic patient is being 
surveyed particularly in regard to his social back- 
ground. In one division, the Haymarket Square 
Relief Station, of a large municipal hospital, the 
Boston City Hospital, it has been possible to ex- 
amine the records of 344 patients with delirium 
tremens admitted in the fifteen-year period 1923- 
1938. This study reports findings concerning these 
patients. 


Incidence 


At the relief station the admission rate of 
patients with delirium tremens varied consid- 
erably from year to year. In 1924, only 4 men 
received this diagnosis; in 1937 62 men and 8 
women were admitted with delirium tremens. The 
yearly average for both men and women was 23, 
and the average percentage of patients with de- 
lirium tremens among all alcoholic patients aver- 
aged 2.1 per cent, from 0.4 per cent in 1924 to 
5.0 per cent in 1937. The incidence is much lower 
than that at the Boston City Hospital proper, 
where the number of patients admitted annually 
with delirium tremens from 1915 to 1935 has 
averaged 6.2 per cent of all alcoholic patients.’ 


Sex and Age Distribution 


Of the 344 patients with delirium tremens admit- 
ted in the period reported, 327 were men and 17 


*From the Neurological Unit of the Boston City Hospital and the Depart- 
ment of Diseases of the Nervous System of the Harvard Medical School. 

This study was completed in part with the assistance of Works Progress 
Administration Projects (Numbers 6148-1047 and 14667) for the Study 
of Alcoholism at the Boston City Hospital, 1936-1938. 

tAssociate in psychiatry, Harvard Medical School; assistant visiting psychi- 
atrist, Boston City Hospital. 

tResearch fellow in neurology, Harvard Medical School. 


women, a ratio of 19:1, which is nearly the same 
as that for all alcoholic patients admitted (Table 1). 
In the age groups of thirty to thirty-nine and forty 
to forty-nine there were approximately the same 
number of patients—107 and 114 respectively. 
The minimum number was found in the twenty 
to twenty-nine-year group. The oldest patients 
were in the eighth decade. 


Marital Status 


The majority of patients in this group were un- 
married. There were 194 single men and 4 single 
women; 109 men and 9 women were married. 


Taste 1. Sex and Age Distribution. 
AGE GROUP MEN WOMEN 
yr. 
20-29 29 4 


Twelve men and 3 women were widowed: 4 
men and 1 woman were divorced. The marital 
status of 8 men was undetermined. 


Color 


This group was comprised almost exclusively 
of white persons. Only one Negro was admitted 
with the diagnosis of delirium tremens. 


Residence 

Most of the patients (255 men and 11 women) 
were residents of Boston. Fifty men and 6 women 
lived in Massachusetts but not in Boston. Thirteen 
men lived in other states, and the residence of 9 
was unknown. The proximity of the Haymarket 
Square Relief Station to the food-market district 
and to one of the main railroad stations of the 
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city may explain the hospitalization of the non- 
resident patients. The regional and sectional dis- 
tribution of those patients living in Boston is of 
particular interest locally. The areas nearest the 
relief station furnished the largest number of pa- 
tients. Seventy-two men and 6 women lived in 
the West End; 17 men lived in the North End. 
Ninety-one men and 1 woman lived in Charles- 
town, and 39 men and 1 woman lived in the 
South End. The remainder came from scattered 
sections of the city. The largest groups came 
from sub-standard areas and those of relatively 
dense population. 


Birthplace 


The places of birth were naturally more diverse 
than those of residence. One hundred twenty- 
three men and 3 women were born in Massachu- 
setts, outside of Boston; 68 men and 4 women 
were born in Boston. Twenty-five men and 5 
women were born in other states, and 93 men and 
3 women were born in foreign countries. The 
birthplace of 18 men and 2 women was unknown. 
Of the 96 foreign-born, 50 men and 1 woman were 
born in Ireland (this is not disproportionate to 
the large number of Irish-born in the general pop- 
ulation). Fourteen men and 1 woman were born 
in Poland, and 6 men were born in Scotland. 
Three men and 1 woman were born in England. 
The following countries were represented by 1 
man each: Italy, Lithuania, Norway, Austria and 
the Azores. 


Occupation 


Most of the patients in the group studied were 
employed in unskilled or manual occupations. 
The customary work of 52 men and 11 women 
was unknown. Eighty-four men were laborers 
and 27 were longshoremen; 16 were seamen. 
There were a few representatives of skilled occu- 
pational groups, such as a printer, a tailor, elec- 
tricians, cabinet workers and plumbers. The ma- 
jority of the women were housewives; 1 nurse 
and 1 waitress were included. 


Time of Admission 


Patients were admitted during all hours of the 
day and night. The largest numbers were brought 
to the relief station between six and nine in the 
evening and nine and eleven in the morning 


(Fig. 1). 


Methods by Which Admitted 


Most of the patients were brought to the relief 
station by the police: 221 men and 8 women. 
Thirty-eight men and 6 women were brought in 
by friends, in taxicabs or private automobiles, or 


by the hospital ambulance. Sixty-eight men and 
3 women walked to the relief station unaided. 


Ficure 1. Diagram Showing Hourly Distribution of Alco- 
holic Patients Admitted to the Haymarket Square 
Relief Station, 1923-1937. (Black area represents 
patients.) 


Place Where Symptoms Developed 


Public streets and their vicinity, especially door- 
ways and alleys, were the commonest locations 
where patients were found (Table 2). The in- 


Taste 2. Places Where Symptoms Developed. 


PLACE MEN WOMEN 

Street doorway ... 129 5 
Home, house or building........ 77 a 
Police etatiom OF jail 70 5 


terior of buildings —that is home, house or some 
other building—was next in frequency. Five 
men were taken from streetcars, taxicabs and 
elevated or railroad trains. Seventy men and 5 
women developed the first signs of delirium tre- 
mens while in police stations and jails. Six men 
were taken from Boston Harbor and adjacent rivers 
or were found in the immediate vicinity. Ten 
men came to the relief station from undesignated 
places. 


Length of Stay 

In spite of the serious nature of delirium 
tremens, 262 men and 13 women who received 
this diagnosis remained in the relief station only 
one day. It is known that 151 patients were 
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transferred to other hospitals. Soon after the 
admission of the remaining 124 patients, 27 left 
against advice, and a large number went out in 
the care of friends for treatment at home or 
elsewhere. Thirty-eight men and 2 women re- 
mained for two days, and the remainder stayed 
for three to seven days. Only 2 patients remained 
longer than one week. 


Disposition 

One hundred and twenty-seven men and 7 
women were discharged without attendance. 
One hundred and fifty-nine men and 8 women 
were sent to the main hospital. 


Condition on Discharge 

The condition of 165 men and 9 women on 
discharge was unimproved. This group is slightly 
larger than the number who were transferred to 
the Boston City Hospital. Two men went to un- 
specified hospitals, and 29 were returned to police 
custody. Twenty-six men and 1 woman were 
discharged at their own request against advice. 
Only 4 men died at the relief station. The low 
incidence of death in this group may be ac- 
counted for by the fact that the more seriously ill 
cases were transferred to the main hospital for 
further observation and more intensive treatment. 
One hundred and fifty-eight men and 8 women 
were discharged relieved. 


Complications of Delirium Tremens 

Delirium tremens occurred in very few cases 
without serious medical and surgical complica- 
tions, pneumonia and fractures being most com- 
mon. Most of these patients were in poor physi- 
cal condition, and were often suspected to be low 
in vitamin and mineral reserves. Cardiac com- 
plications were also commonly found. Various 
disturbances of the gastrointestinal tract and the 
nervous system (gastritis, neuritis, cerebral vascular 
accidents and convulsions) were frequently found. 


SUMMARY 


The records of 344 cases diagnosed as delirium 
tremens after admission to the Haymarket Square 
Relief Station from 1923 to 1938 have been ex- 
amined. The following findings are reported: 


July 13, 1939 


The average annual admission rate was 2.1 
per cent, and ranged from 0.4 per cent in 1924 
to 5.0 per cent in 1937. 

Men outnumbered women in a ratio of 19:1. 

The largest number of patients were between 
thirty and fifty years of age. 

The majority of patients were unmarried. 

Most of the patients were residents of Boston and 
came from areas near the hospital. A good num- 
ber were residents of Massachusetts outside of 
Boston. Of the foreign-born group (96 in num- 
ber), the largest number were born in Ireland. 

By far the largest number of patients were em- 
ployed in unskilled or manual occupations. 

The time of admission varied, but the largest 
number were admitted between six and nine in 
the evening and nine and eleven in the morning. 

The great majority (299) of the patients were 
brought to the hospital by the police. The re- 
mainder were brought by friends, in private auto- 
mobiles or in taxicabs, and by the hospital ambu- 
lance. 

Patients became incapacitated in and were 
brought from the following places: most commonly 
streets and doorways; next, the interior of build- 
ings; then, public places, public conveyances, 
police stations, jails, rivers and Boston Harbor. 

Most of the patients stayed in the hospital only 
one day. A few stayed from two to seven days. 

A large number of patients were sent to the 
main hospital, and a few to other hospitals. 

The condition of 174 patients was unimproved 
on discharge. Twenty-nine were returned to the 
police and a few were discharged at their own 
request against advice. Four patients (all men) 
died at the relief station. 

Most of these patients were suffering (in addi- 
tion to delirium tremens) from medical and 
surgical complications. Pneumonia and fractures 
were commonest among these, but the general 
condition of malnutrition and disturbances of the 
gastrointestinal tract and disorders of the nervous 
system were also common. Prominent among 
the latter were gastritis, neuritis, cerebral vas- 
cular accidents and convulsions. 
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IV. Medical and Surgical Complications Among Alcoholic Patients 
Admitted to the Haymarket Square Relief Station, 1923-1938* 


Merritt Moore, M.D.,+ anp M. Geneva Gray, Pu.D.t 


BOSTON 


O F 16,054 alcoholic patients treated at the Hay- 
market Square Relief Station from 1923 to 
1938, the majority were suffering from other med- 
ical or surgical conditions. Strictly speaking, only 
patients of this type were eligible for admission 
because it was expressly planned that this insti- 
tution should care solely for conditions of an 
emergency nature. During the first years in 
which the relief station was operated this re- 
striction was carefully respected, but in later years 
it became necessary to admit patients who were 


way what complications are commonly encoun- 
tered or may be suspected in intoxicated patients 
whose confused mental state and inability to give 
an adequate history on admission may, and some- 
times does, lead to the neglect of serious surgical 
and neurologic conditions. 

The commonest location of injury among alco- 
holic patients is the head. In this series of 16.054 
alcoholic patients, 10,494 injuries to the head in 
men, and 380 in women, varying in severity from 
abrasions (1589 men and 31 women) to fractures 


Taste 1. Traumatic Conditions among 16,054 Alcoholic Patients. 


LOCATION ABRASIONS CONTUSIONS 
MEN 
45 52 
WOMEN 


CONTUSIONS STRAINS 


AND LACERATIONS AND FRACTURES TOTALS 
ABRASIONS SPRAINS 

1,408 6.141 3 (neck) 422 10.494 
2 13 3 222 
14 6 46 
22 34 7 221 
201 544 1B 1,575 
397 96 45 149 1,415 
2.174 6.834 $1 778 13,973 
62 208 1 (neck) 16 380 

4 2 30 

1 1 14 

2 4 14 

18 24 1 9 99 
37 8 18 18 158 
124 243 24 5 695 


acutely intoxicated but showed no other signs of 
injury or illness. 

The records of all alcoholic patients admitted 
from 1923 to 1938 have been examined and the 
medical and surgical complications have been 
reviewed and classified. The following classi- 
fication comprises the injuries most commonly 
found: abrasions, contusions, lacerations, com- 
bined abrasions and contusions, strains and sprains, 
and fractures. These conditions are of clinical 
interest in the measure that they show the fre- 
quency with which various regions of the body 
are involved in the course of alcoholism com- 
plicated by trauma. The number of cases re- 
ported is sufficient in size to indicate in a general 
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of the skull. The next commonest injuries were 
those of the upper and lower extremities. There 
were 2990 injuries to these members in men and 
257 in women. Injury to the legs was slightly 
commoner among men than women, but among 
the latter it occurred approximately 50 per cent 
more frequently than it did to the arms. In- 
juries to the chest among women occurred in ap- 
proximately the same number of cases as did those 
to the back. Injuries to the abdomen among 
women were rare. Table 1 gives the number of 
these injuries and their distribution over the vari- 
ous regions of the body. Some patients suffered 
more than one injury, but no effort is made here 
to indicate this duplication. 

In addition to the traumatic conditions reported 
in Table 1, the following diagnoses* were made: 


*The terminology used in describing these conditions is that of the actual 
records, 
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115 were recovering from acute intoxication. Eighteen 
Dislocation ...........---+-0++sseeeeeeres 62 persons showed mental changes consistent with 
advanced age and were diagnosed as in a senile 
mental state. Three patients were believed to be 

Septic hands or feet....................45 33 Among other organic conditions of the nervous 
Severed 18 system observed among alcoholic patients were 
paralysis (4 cases), cerebrovascular accidents (6 
5 cases) and nerve blindness (2 cases). Six patients 
Internal injuries..................-...000- 5 were actively hallucinated on admission. Syphilis 
Subdural hemorrhage. .................--. 5 of the central nervous system was diagnosed in 2 
and psychosis of unspecified type, 

Punctured eye................. ee 2 symptoms, simple gastritis was commonest (156 
Sacroiliac strain...................... l cases). Six patients suffered from hemorrhoids 
Shock which were so acute as to require emergency 
treatment. Three complained of acute diarrhea. 
Traumaticasphyxia....................... 1 Each of the following conditions occurred in 2 


Other Conditions 


Among these alcoholic patients there were many 
who showed complications (Table 2) other than 
the traumatic conditions reported above. A large 


Taste 2. Frequency of Non-Traumatic Complications 


Accompanying Alcoholism. 


TYPE OF COMPLICATION NUMBER OF 


DIAGNOSES 
Resulting from poverty, exposure, malnutrition, etc. 101 
Respiratory 64 
Poisoning by chemical agents 46 
Dermatological 21 
46 
Genitourinary 22 


number of them were directly related to the al- 
coholic or post-alcoholic state. 


The nervous system was most commonly in- 
volved (517 cases). Delirium tremens was seen 
in 344 patients and is considered to be a separate 
entity, since as a clinical syndrome it is quite 
distinct from acute intoxication and the onset of 
symptoms may be delayed and may appear to be 
quite independent, at least temporarily, of pre- 
vious drinking. Seventy-two patients suffered 
from seizures on or shortly before admission. 
Many of these patients might have been more 
properly classified as being in the convulsive state, 
for the condition known locally as “rum fits” has 
not been shown to be identical with essential epi- 
lepsy. Thirty-four persons were diagnosed as 
having hysteria, most of them being women who 


patients: peptic ulcer, cirrhosis of the liver, colitis 
and intestinal obstruction. Single cases of chole- 
cystitis, constipation, inflamed colostomy, pellagra, 
acute colic, prolapsed rectum and stomatitis were 
treated. Except for cases with simple gastritis 
and diarrhea, most of these conditions had existed 
for some time before admission, if the recorded 
histories are reliable. 

The heart and vascular system were involved 
in 138 cases, of which myocarditis was the com- 
monest (41 cases). Thirty-four cases were diag- 
nosed as hypertension and 33 patients admitted 
because of syncope (sic) associated with their al- 
coholism. Other conditions diagnosed were vari- 
cose ulcers, cardiorenal disease, rheumatic heart 
disease, heat prostration, valvular disease, phle- 
bitis and cardiac enlargement. 

One hundred and one persons were suffering 
from the effects of malnutrition, exposure and 
other factors associated with low income, unem- 
ployment and inadequate living conditions. Forty- 
five had pediculosis and 25 were acutely ill as the 
result of exposure. Seventeen were admitted for 
observation, 6 because of malnutrition, 4 because 
of general debility and 1 because of starvation. 

Respiratory and bronchial conditions were com- 
mon. There were 29 cases of upper respiratory 
and bronchial infections. Fourteen persons were 
obviously tuberculous and 6 had active pleurisy. 
Five had been made ill by inhaling smoke. Two 
patients complained of hemoptysis and 2 each 
were diagnosed as having empyema, pharyngitis 
and laryngitis. One patient had been nearly suf- 
focated after the inspiration of vomitus. 

There were 46 cases of non-traumatic surgical 
complications, including 29 cases with hernia, 8 
cases of hydrocele and a few cases of appendicitis, 
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postoperative adhesions, adenitis, lymphangitis and 
ovarian cyst. 

There were 46 cases of poisoning. The toxic 
agents were paraldehyde, veronal and other bar- 
biturates, wood alcohol, mercuric chloride, Sylpho- 
Nathol, carbon monoxide, Lysol, roach powder, 
corn cure, bay rum, oil of wintergreen, lead and 
morphine. These cases can be divided into those 
in which the poison was taken with suicidal in- 
tent, by mistake, as a substitute for alcohol or as 
a result of industrial exposure. Two patients 
were diagnosed as having ptomaine poisoning. 

Twenty-one cases of skin disease were recorded. 
Most frequent were scabies and psoriasis. There 
were a few cases of ichthyosis, impetigo and ec- 
zema. 

Only three neoplastic conditions were seen: 
carcinoma of the prostate and of the stomach (1 
case each) and tumor of the skull (1 case). 

Twenty-two cases of genitourinary disease were 
observed. There were 7 cases of acute urinary 
retention and a few each of the following: pros- 
tatitis, gonorrhea, cystitis, nephritis, hematuria, 
hydronephrosis, chancroid, seminal vesiculitis and 
paraphimosis. 

There were 16 cases of pneumonia, 4 of syphilis 
and 1 of meningitis. Three cases of osteomyelitis 
and 1 with an abscess of the hip were seen. 


COMMENT 


From the findings reported above, one outstand- 
ing observation can be made; namely, that trau- 
matic complications are much more frequent 
among alcoholic patients than are those which 
are non-traumatic. In this series of 16,054 alco- 
holic patients there were 14,668 traumatic com- 
plications reported, as compared with 993 non- 
traumatic. It is probable that the incidence of 
non-traumatic complications is not greatly in 
excess of the number that one might expect to 
find in a non-alcoholic group of similar size. The 
records from which this information has been 
gathered do not usually comment on the severity 


or the duration of the non-traumatic complica- 
tions. Many of them would not have required and 
would not have received treatment if the patient 
had not been hospitalized on account of alcohol- 
ism. Except for the patients showing involve- 
ment of the gastrointestinal system directly attrib- 
utable to recent drinking, and the cases with 
poisoning due to various toxic substances, many 
of these non-traumatic conditions were chronic. 
It is also possible that many of the patients in- 
cluded in this series developed pneumonia and 
other complications after transfer to other hos- 
pitals. 


SUMMARY AND CONCLUSIONS 


Among 16,054 alcoholic patients treated at the 
Haymarket Square Relief Station from 1923 to 
1938, 14,668 had complications of traumatic origin 
and 993 had non-traumatic complications. 

The commonest site of injury was the head; 
there were 10,494 injuries among men and 380 
among women. 

Among men the next commonest locations of 
injury were, in order, arms, legs, chest, back and 
abdomen; and, among women, legs, arms, chest, 
back and abdomen. 

The surgical complications found among al- 
coholic patients are tabulated. 

Among the non-traumatic complications, dis- 
turbances of the nervous system and the gastro- 
intestinal tract were most frequently found. 

Traumatic complications were approximately 
fifteen times as common as non-traumatic com- 
plications. 

It is apparent that the non-traumatic compli- 
cations in alcoholic patients admitted to emer- 
gency hospitals do not assume the importance 
or require the care that is necessitated by the sur- 
gical injuries frequently found in these patients. 
It is possible that the non-traumatic conditions re- 


ported here are no commoner than among the 


general population, with the exception of neuro- 
logical and gastrointestinal disorders. 
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OST of the alcoholic patients who died in 
the Haymarket Square Relief Station of 
the Boston City Hospital from 1923 to 1938 suf- 
fered from serious injuries in addition to alcohol- 
ism. There were 75 of these fatal cases in the 
fifteen-year period —72 men and 3 women. Only 
7 patients had been in the hospital for more than 
two days before death. The commonest contribu- 
tory cause of death was severe head injury, chiefly 
fracture of the skull and severe concussion. Many 
of the fatalities occurred in patients of advanced 
age, and among these cardiac complications were 
frequently reported. Occasionally death followed 
infection of apparently minor wounds. For the 
most part death was due more directly to injury 
or other surgical complications than to the effects 
of intoxication. 
In reviewing the 75 fatal cases among alcoholic 
patients it is of interest to note the duration of 
their terminal illness (Table 1). Fifty-eight, or ap- 


Taste 1. Duration of Terminal Illness after Admission. 
DURATION NO. OF CASES 

days 

10 

3 

5 0 

0 

7 OF MOTE... 3 

Total 75 


proximately 77 per cent, of these patients lived only 
one day. Thirteen patients, approximately 17 per 
cent, lived two or three days, and the remaining 
4, or 6 per cent, lived from three days to a week 
or more. In interpreting these findings it must 
be borne in mind that the cases do not include 
all deaths from alcohol in the section of Boston 
served by this relief station, and hence they present 
only the minimal facts. Many deaths from alcohol 
and associated injuries occurred before arrival at 
the hospital and were not admitted. Additional 
deaths in the same localities occurred in the same 
period but the bodies were taken directly to mor- 
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tuaries. Furthermore, additional deaths in this 
group of patients occurred after transfer to the 
main hospital, and so are not given here. In all 
the deaths reported the bodies were viewed by 
the medical examiner. 

Deaths from alcohol occurred most frequently 
among men from thirty to forty years old (Table 2). 


Taste 2. Age Distribution. 
AGE MEN WOMEN TOTAL 
yr. 
10-19 0 1 1 
20-29 5 1 6 
30-39 22 0 22 
40-49 11 0 ll 
ll 0 ll 
60-69 6 1 7 
70-79 2 0 2 
80 2 0 2 
Unknown 13 0 13 


This finding among 75 deaths, all but 3 of which 
were in men, differs slightly from that among 
male alcoholic patients admitted to the main hos- 
pital in 1934 and 1935, where most men dying with 
alcoholism were between forty-six and fifty. 
Although head injury (32 cases) and cardiac 
disease (10 cases), possibly on the basis of de- 
ficiency disease in some cases, were the most fre- 
quent complications, some additional ones were 


noted (Table 3). 


Taste 3. Chief Medical and Surgical Complications. 


Head injury 7 
Bullet wound .......... 1 


The incidence of death was low, and differed 
from that among alcoholic patients at the main 
hospital in that most deaths were associated 
with trauma and were probably due more directly 
to injury than to the medullary depression asso- 
ciated with acute alcoholism. There is no doubt 
that the state of intoxication contributed partly 
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to death, for these patients were in poorer physical 
condition than they would have been if they had 
been entirely sober at the time of injury. 


SUMMARY 


There were 75 fatal cases among 16,054 alcoholic 
patients admitted to the Haymarket Square Relief 
Station from 1923 to 1938. The majority of these 


deaths were associated with the effects of severe 
injury, particularly of the head. 

The duration of stay in 77 per cent of these 
cases was one day or less. 

The largest number of deaths occurred in the 


age group from thirty to forty. 
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VI. An Estimate of the Intelligence of Alcoholic Patients at the Haymarket 
Square Relief Station, as Related to Chronological Age, 
Marital Status and Occupation* 


Lowe.t Trowsripce, A.B.,t Merritt Moore, M.D.,¢ anxp 
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BOSTON 


HE alcoholic patient frequently shows changes 

in mental acuity which are difficult to evaluate. 
It is virtually impossible for a physician to know 
whether the individual is subnormal intrinsically, 
whether his dullness is the result of recent intoxica- 
tion, or whether he has undergone mental changes 
as a result of the continued use of the narcotic, 
unless he has been under observation for a long 
time. In the course of a survey of alcoholism con- 
ducted between 1936 and 1938 at the Haymarket 
Square Relief Station of the Boston City Hospi- 
tal, it was possible to examine 279 men admitted 
with the diagnosis of alcoholism. Not all these 
were admitted during the acute stage of intoxica- 
tion, for many were suffering from associated trau- 
matic conditions and many others from post- 
alcoholic conditions. These patients were not ex- 
amined until the day following admission, and 
represent a partially selected group of alcoholic 
subjects in that those whose sensorium was not 
clear were excluded. The majority remained in 
the hospital only one day, and after that time 
were either transferred to other hospitals or dis- 
charged. The data summarized also represent facts 
from a selected group in the sense that patients 
who did not co-operate or whose responses were 
obviously false are not included. In addition to 
the test questions, the following information was 
recorded: chronological age, education, occupation 
and marital status. Although the data are based 
on the patients’ statements and may be unreliable 
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in some cases, they seem to agree with informa- 
tion obtained from relatives and previous histories. 

In interpreting this material it is important to 
keep in mind that these individuals represent a 
selected economic group,’ and that a large num- 
ber were picked up by the police and sent to the 
Haymarket Square Relief Station for emergency 
treatment. 


Chronological Age 


There is a range in chronological age among 
these 279 individuals from nineteen to seventy-six 
years; 123 patients (44 per cent) were between 
thirty-five and fifty. One hundred and five (38 
per cent) were more than fifty, whereas only 51 
men (18 per cent) were under thirty-five. It is 
usually believed that men between thirty-five and 
fifty have reached the most productive years of their 
life, if they are properly adjusted. 


Mental Age 


The Kent emergency test” was used in studying 
mental age; it was chosen because little time is 
required, and because this informal method of 
questioning wins the patient’s confidence. No 
elaborate equipment is needed. The test was ad- 
ministered the day following admission, when the 
patients had presumably recovered from their in- 
toxication. Furthermore, the satisfactory correla- 
tions which have been obtained between this test 
and the standard Binet test were considered. El- 
wood, Burchard and Teagarden* comments, “It 
may be said that in over 300 cases surprisingly high 
correlations were found between the results of the 
Kent emergency test, which takes little more than 
ten minutes to administer, and the results of the 
Binet test.” 
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A tabulated comparison between the chronolog- 
ical and mental ages of this group is shown in 
Table 1. The range of mental age was from 


Taste 1. Correlation Between Mental and Chronological 
Ages of 279 Male Alcoholic Patients (Kent E-G-Y Test*). 


CHRONOLOGICAL NO. OF MENTAL AGE RANGE 


AGE CASES HW 13 14 14+ 
19-24 9 2 2 3 2 
25-29 19 1 2 9 5 z 
30-34 23 2 2 6 11 2 
35-39 41 1 2 6 11 ll 10 
40-44 44 1 1 6 6 10 17 3 
4549 38 6 9 y 10 a 
50-54 29 1 2 8 6 7 4 
55-59 25 2 1 6 11 5 
60-64 25 7 5 9 4 
65-69 14 1 1 2 3 5 1 1 
70-74 10 1 1 2 5 1 
75-79 2 1 1 

Totals 279 3 8 32 4 83 75 29 


*In a large group the norms run from 5 to 14+ years. 


nine to fourteen plus years. Thirty per cent of 
the patients had a mental age of thirteen; 37 per 
cent were fourteen or over, and only 33 per cent 
were under thirteen. This indicates that the group 
comprised individuals who may be described as 
mentally dull but who certainly cannot be classi- 
fied as feeble-minded. There were 3 patients with 
a mental age of nine. Two of these were foreign- 
born, married laborers, so that language may well 
have been a factor producing a low mental status. 
The third man was married, a meat-cutter, who 
had completed the fifth grade in school. 

The patients in the ten-year group were all 
single men with the exception of one widower. 
Four of them were foreign-born, but only one 
in a non-English speaking country. The most 
highly skilled occupation was that of steamfitter. 
The education of men in the eleven-year group 
ranged from no schooling to grammar-school grad- 
uation. Their occupations were those requiring 
little training or intelligence. One uneducated 
English-born patient was a landscape gardener. 
About one third of the group were single men. 
The twelve-year group ranged in education from 
no formal study to two years of college, and in 
occupations from laborers to a civil engineer. Nine 
men were foreign-born and the majority were un- 
married. 


Education 


The information elicited in regard to education 
is not very reliable. Nearly 20 per cent of the 
patients obtained their education in countries other 
than the United States. Most of the foreign-born 
came from Ireland, with Nova Scotia the next in 
order. Sixteen individuals asserted that they had 
had college training, but this varied in extent from 
evening classes of less than a year to graduation 
and even graduate work, so that there was little 
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uniformity. It was apparent that most of the men 
had had some schooling and that over half of 
them had entered high school. 


Occupation 

There is a curious sub-grouping as to occupa- 
tion, since substantially more than half these al- 
coholic patients (161) shared a range of ten oc- 
cupations (Table 2). This concentration is not 


Taste 2. Principal Occupations of 161 Alcoholic Patients. 


Laborers 
Seamen 

Salesmen 
Painters and plasterers........ 9 


*A vague category. The intelligence of these men precluded a very high 


level of occupation. 


surprising, since most of the patients fell into the 
unskilled-labor category. Of the remaining 118 in- 
dividuals, 3 patients at most reported the same 
customary occupation; the other occupations were 
for the most part reported by single representa- 
tives. 

The relation between alcoholism and occupa- 
tion is interesting, for it cannot be ascertained on 
the basis of available information whether certain 
occupations contribute to the neurotic background 
which seems to condition chronic alcoholism, or 
whether the innate intelligence of these persons has 
been so low that they have never qualified for 
higher types of work. Possibly some have carried 
on skilled work, but their drinking habits have 
caused them to slide into the non-skilled groups. 
From the public-welfare records of many of these 
patients it is apparent that they have not worked 
for years previous to hospitalization and have 
been supported by public agencies during that 
time. The proportion of persons among this group 
who have been unemployed is relatively higher 
than that among the general population of Boston 
during the same period. It is also higher than that 
reported by the patients themselves, and this fact 
throws considerable doubt on the accuracy of their 
statements. There may be a distinct relation be- 
tween the relatively low-grade type of work and 
the number of men in the age groups where lay- 
offs from increasing age and disability occur. 


Marital Status 


The marital status of these alcoholic patients 
seems to be significant (Table 3). Fifty-one per 
cent had never been married. Of the group aged 
from thirty-five to fifty, more than half were sin- 
gle, widowed, separated or divorced. This indi- 
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cates that most of the group were so poorly ad- 
justed that they had never married, or that, if 
married, they had failed to make satisfactory ad- 


justment. The loss of marital partners is fre- 
Taste 3. Marital Status of 279 Alcoholic Patients. 
CHRONOLOCICAL MARRIED SINGLE SEPARATED OR WIDOWERS UNKNOWN 
AGE DIVORCED 
19-24 2 7 
25-29 6 13 
30—34 6 16 1 
35-39 13 22 5 - 1 
40-44 15 20 4 4 1 
45-49 18 16 1 3 = 
50-54 14 4 
55-59 6 14 2 3 ~ 
60-64 10 11 1 3 - 
65-69 2 6 - 6 a 
70-74 1 4 - 3 2 
75-79 - 2 
Totals 90 143 14 28 4 


quently an upsetting factor, and often coincides 
with the onset of alcoholism. 


DISCUSSION 


There seems to be no significant relation be- 
tween chronological age and mental age or chrono- 
logical age and education among these patients. 
The paucity and unreliability of the data on edu- 
cation make it impossible to establish any rela- 
tion between mental age and education. There 
appears to be some relation between occupation 
and certain age levels. Thus, it appears that older 
men tend to be laborers or seamen, whereas the 
salesmen and longshoremen comprise the middle- 
aged group. Possibly this indicates a failure to 
make occupational adjustments and a gradual de- 
cline with increasing age into the less skilled or 
totally unskilled occupational categories. In the 


older groups, there must be borne in mind the 
possible influence of socio-economic factors, such 
as the likelihood that foreign birth and inadequate 
education, with the added handicap of limited in- 
telligence, have negated even the poor training of 
these men so that as the years go by they are 
gradually forced into unskilled occupations. 

The marital status of these patients is indica- 
tive of their poor adjustment. In the 279 cases 
studied there is a positive correlation between 
marital disharmony and alcoholism. Whether the 
marital maladjustment is causal or consequential 
of alcoholism cannot be decided on the basis of 
this material, but it presents an aspect of the 
problem worthy of more detailed investigation. 


SUMMARY 


This paper reports the results of the Kent emer- 
gency test as applied to 279 alcoholic men patients 
at the Haymarket Square Relief Station of the 
Boston City Hospital. The chronological age 
ranged from nineteen to sixty-seven and the mental 
age from nine to fourteen. Sixty-seven per cent 
of the patients showed intelligence of thirteen or 
higher. Their education according to their own 
statements ranged from none to college training, 
but these data are probably not entirely reliable. 
The majority were unmarried or had had broken 
marital relations. Their occupations were for the 
most part in low-grade types of work. 
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REPORT ON MEDICAL PROGRESS 


OPHTHALMOLOGY 
Davin G. Cocan, M.D.* 


BOSTON 


T IS no easy task to single out the most sig- 

nificant recent advances in clinical ophthalmol- 
ogy, as time alone can reveal their ultimate sig- 
nificance. Nevertheless, according to our present 
criteria the following are at least conspicuous. 


SEPARATION OF THE RETINA 


This has been one of the more prolific causes 
of blindness in the past. It still takes its toll, but 
in the last decade such a tremendous step for- 
ward has been made in its treatment that the 
chances of successful outcome have increased from 
the previous 1 or 2 per cent to the present 60 or 
70 per cent. The significance of this improved 
situation is apparent when one realizes that retinal 
separation is a relatively common affection, and 
if untreated almost invariably leads to blindness. 

The modern success in treatment has resulted 
in renewed interest in the pathogenesis of sep- 
arated retina. The problem is essentially one of 
mechanics determined by the anatomic arrange- 
ment of the ocular structures. For reasons which 
have their basis in the embryonic development of 
the eye, the retina is always separated from the 
outer ocular layers by a potential space. Under 
certain pathologic conditions this potential space be- 
comes filled with fluid, a condition which produces 
the clinical picture properly known as separation 
of the retina (erroneously called “detachment”). 
Fluid may collect in this space as part of a gen- 
eralized edema (toxemia of pregnancy, renal fail- 
ure, and so forth), but separation of this type is 
rare and requires no local treatment. The usual 
type of separation, called idiopathic, has a differ- 
ent mechanism. Here a hole or tear in the retina 
is usually found, and when one is not found it 
is assumed to exist so far forward as to be in- 
discernible by means of the ophthalmoscope. 
When Gonin’ found that a separation could be 
cured by obliteration of the hole, its etiologic sig- 
nificance was immediately apparent. The mecha- 
nism is, in all probability, a simple one. The hole 
establishes a connection between the vitreous, which 
is normally in front of the intact retina, and the 
subretinal space, so that fluid from the vitreous, 
or the vitreous itself, may pass through it. Eventu- 
ally the entire subretinal space may be filled and 

*Assistant surgeon of ophthalmology, Massachusetts Eye and Ear Infirmary, 
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the retina completely separated from its normally 
adjacent layers. 

Two conditions, myopia and senility, predispose 
to hole formation and therefore to separation of 
the retina. In either case a superimposed trauma 
may be the precipitating agent. The elongated 
eye of the myope is apt to develop the hole, pos- 
sibly owing to the fact the retina is under ten- 
sion,’ * but more probably owing to the degenera- 
tive changes which occur in the myopic retina.* 
Similarly, in the senile retina it is the degenerative 
changes that lead to the formation of a hole and 
consequent separation.* 

There is a general agreement as to the signifi- 
cance of the hole, but not as to the manner in 
which it occurs. That it results from degenera- 
tive changes as above suggested is not universally 
accepted. Thus it is claimed (Leber,” Gonin,® 
Lindner’) that the essential process is a shrinking 
of the vitreous and a tearing of the retina by 
traction. Recently it has been suggested by 
Walker® that the deformation of the globe by 
sudden contraction of one of the extraocular mus- 
cles could cause the retina to be torn. 

Fortunately, adequate treatment of separated 
retina does not necessitate unanimous agreement as 
to its pathogenesis. The striking success of sur- 
gery in the last ten years has convinced the most 
skeptical that operative intervention is indicated 
in every fresh case of idiopathic separation of the 
retina. 

The surgical approach is aimed at the closure 
of the hole. This may be accomplished by a 
variety of technics, which have in common the 
removal of the subretinal fluid and the artificial 
attachment of that portion of the retina contain- 
ing the hole to the outer ocular layers. Gonin? in 
Lausanne was the first to introduce this surgical 
procedure into ophthalmology, and in 1929 he was 
able to report 100 successful operations. Since 
this time the number of successes has swelled to 
the thousands, and the operation for separated 
retina is today a common procedure. 

The original method of Gonin has been con- 
siderably modified. He evacuated the subretinal 
fluid by knife punctures and sealed off the hole by 
actual cautery. Today the fluid is evacuated and 
the hole sealed off simultaneously by diathermy 
punctures, but the principle is the same as in 
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Gonin’s method. Other methods, such as chemical 
cauterization on the one hand and electrolysis on 
the other, are being currently tried, but diathermy 
has been the most widely adopted. 


The prognosis in separation of the retina depends 
on many factors, known and unknown.’ Most 
favorable are those cases in which the hole is sit- 
uated at the anterior attachment of the retina. 
The prognosis is also better the earlier the opera- 
tion, the smaller the hole and the less severe the 
myopia. If the operation is performed at an early 
stage —and_ contraindications to operation are 
very few — success can be expected in at least two 
out of three cases. With better technic the prog- 
nosis should continue to improve. 


KERATOPLASTY 


By this is meant the substitution of transparent 
cornea from one person for opaque cornea of 
another. The results, when successful, may be 
most spectacular, and have therefore received a 
large amount of publicity in the lay press. From 
the ophthalmological point of view, the procedure 
has not been so gratifying, for opacification of the 
transplanted cornea usually occurs after a few 
months; most of the reports of successful trans- 
plants have been made prematurely. There are, 
nevertheless, some cases in which a lasting im- 
provement in vision has been obtained. 


Transplants have been tried in various types of 
corneal opacities, most frequently in residual opaci- 
ties of gonorrheal ophthalmia, trachoma, intersti- 
tial keratitis and leprosy. Unfortunately, those 
cases with an entirely opaque cornea, wherein a 
transplant is most desirable, are less favorable for 
operation than those with an incomplete opacity.”° 
The best results have been obtained in opacities 
from interstitial keratitis.” 

There is at the present time a difference of opin- 
ion as to the best source of material for trans- 
plants. Corneas from animal eyes (heterokera- 
toplasty) have been uniformly unsuccessful. 
Human corneas have been taken from fetuses, 
from cadavers, from freshly enucleated eyes 
(homokeratoplasty) and, rarely, from the oppo- 
site eye of the same person (autokeratoplasty). Ap- 
parently corneas from old people are more likely 
to retain their transparency than those from young 
people.’* Cadaver corneas, removed within a few 
hours post mortem and kept refrigerated, have 
been extensively used and recommended, espe- 
cially in Russia, where the supply is apparently 
ample."* Corneas from enucleated eyes have 
also been used with some success, but the local 
anesthetic used at the time of the enucleation is 
said to affect the transplant unfavorably."* Iden- 
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tical blood typing between donor and recipient 
plays no role.” 


Of interest also is the fact that both quartz’® 
glass-button’® implants (allokeratoplasty) 
have been recently substituted for opaque corneas 
(a proposal that was made in 1789!"*), but success 
has not as yet been recorded with either. 


For the preoperative examination of the an- 
terior segment of the eye, where the pupil is hid- 
den by the opaque cornea, the resources of modern 
photography have been utilized in a most in- 
genious way. Satisfactory studies of the pupil 
have been made by infra-red photography through 
the corneal opacity."* This procedure is based on 
the same principle as photography through clouds. 


The future of keratoplasty will have to speak 
for itself. At the present time one can merely 
say that the immediate results are often striking 
but the end results are all too frequently disap- 
pointing. What the lay press says about it must 
be taken with skepticism. 


SULFANILAMIDE 


Sulfanilamide has been tried liberally during the 
last two years in ophthalmology as in other branch- 
es of medicine. The contributions to the litera- 
ture have undoubtedly been unilateral, successes 
rather than failures being reported. To my knowl- 
edge no large controlled series of cases has been 
studied. In individual case reports, however, suc- 
cess with sulfanilamide has been reported in the 
following conditions: in gonorrheal ophthalmia, 
both of the newborn and of adults; in several 
cases of orbital cellulitis; in trachoma; in panoph- 
thalmitis; and in 1 case of postoperative endoph- 
thalmitis. The cases of gonorrheal ophthalmia’*** 
and of orbital cellulitis**-** have apparently shown 
very striking improvement with sulfanilamide. 
The course of the disease was shortened and the 
complications reduced. Surprisingly enough the 
only reported case of gonorrheal iritis in which 
sulfanilamide was used was not helped by it.** 
The drug apparently has a favorable effect in the 
succulent stages of trachoma but is of questionable 
benefit in cases of long duration.**** It is pos- 
sible that the beneficial effect may be due to ac- 
tion on the secondary infections rather than on the 
trachoma per se. Only 2 cases of panophthalmitis 
treated by sulfanilamide have been reported: in 
the first, recovery occurred and the causative or- 
ganism was unknown; in the other the eye was 
lost and the culture showed colon bacilli.2* The 
1 reported case of postoperative endophthalmitis 
improved promptly after using the drug.*® 

Experimentally, sulfanilamide has been found 
innocuous when dropped into the conjunctival 
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sacs of a rabbit,** and it may also be injected with 
impunity subconjunctivally or into the anterior 
chamber. In animal eyes which have been inocu- 
lated with hemolytic streptococci, sulfanilamide 
exerts a definite therapeutic effect: infections of the 
anterior part of the eye are cured, while infec- 
tions of the posterior part of the eye, from inocula- 
tions into the vitreous, are retarded. The favora- 
ble effect can be demonstrated when sulfanilamide 
is given locally with the inoculation, as well as 
when it is given systemically. 

Neither the dose, the indications, nor the 
optimal route of administration of sulfanilamide 
for ophthalmological purposes has as yet been 
standardized. Nor has any report of sulfapyridine 
in eye diseases yet appeared. 


CATARACTS 


Recent progress so far as cataracts are concerned 
has been largely academic. The lens in its normal 
and pathologic state has been studied extensively 
from the physicochemical point of view, but the 
practical application of these studies is not imme- 
diately apparent. The much-desired medical treat- 
ment of cataracts is still wanting, pharmaceutical 
advertising to the contrary notwithstanding. 
Vogt’s recent study*® on senile lens changes in 
identical twins would indicate that the predisposi- 
tion to senile cataracts is inherent in the germ 
plasm, and that the possibility of ever finding a 
medical treatment for cataract is no greater than 
in other defects inherent therein. 

The list of causes of cataract other than the 
senile cataract is coustantly being enlarged. Dini- 
trophenol, which is the most recent addition, may 
produce cataracts when “therapeutic” doses only 
are given.*” The mechanism of its toxic action is 
not apparent, but the cataracts may not appear 
for several months to a year after the discontinu- 
ance of the drug. Other specific causes of cataracts 
in human subjects are ergot, naphthalene, x-ray, 
infra-red radiation, hyperparathyroidism, cretinism, 
myotonia atrophica and diabetes (of the young). 
Thallium and galactose have produced cataracts in 
animals but never in human subjects. 

A decided technical improvement has been made 
in the surgery of cataract extraction in that the 
lens and capsule are now removed in toto. This 
method requires more operative skill, and is per- 
haps more dangerous than the previous one in 
which the lens capsule was not entirely removed, 
but in proper hands the subsequent optical results 
are better, and there need be no fear of secondary 
cataract. From the patient’s point of view, the 
procedure is superior in that he does not have to 
wait until the cataract is ripe or until he is prac- 
tically blind before being operated on. 
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DIAGNOSTIC INSTRUMENTS 


The invention of the ophthalmoscope, in the 
middle of the last century, marked the beginning 
of ophthalmology as a medical specialty. Since 
then, no instrument has been forthcoming in any 
branch of medicine which has opened up so vast 
a field for diagnosis. However, in relatively recent 
years other instruments have been introduced 
which, while not rivaling the ophthalmoscope in 
importance, are nevertheless important additions 
to the diagnostic armamentarium. The most val- 
uable of these are the tonometer, the biomicroscope, 
the gonioscope and an apparatus to measure the 
pressure in the retinal blood vessels which, in lieu 
of a better name, is called the ophthalmodynam- 
ometer. 

The tonometer is the oldest of these and prob- 
ably the most indispensable. It estimates the in- 
traocular pressure by measuring the impressibility 
of the cornea. With this instrument the diseases 
grouped under the heading of glaucoma can be ac- 
curately diagnosed and followed. 

The biomicroscope is a binocular dissecting micro- 
scope set up horizonally instead of vertically, and 
is used in conjunction with a focal slit-shaped light 
beam. It gives a microscopic view of the anterior 
segment of the living eye. With it one may ex- 
amine the cornea, sclera, anterior chamber, lens and 
anterior portion of the vitreous. The posterior 
portion of the eye is ordinarily inaccessible for 
biomicroscopy. 

The gonioscope is an instrument of very recent 
date, purporting to make accessible for examina- 
tion the angle between the iris and the cornea. Here 
lie the aqueous drainage canals,—or at least a 
good part of them, — which are of the utmost clin- 
ical significance, especially in regard to glaucoma. 
The gonioscope, in conjunction with a special con- 
tact glass which replaces the normal refraction of 
the cornea, enables one to see the angle region 
with optional magnification. 

Finally, the ophthalmodynamometer, which 
measures the blood pressure in the retinal vessels, 
is probably of as much interest to the internist and 
the neurologist as to the ophthalmologist. The es- 
sential feature of the instrument is a spring which 
enables one to exert a variable force against the eye. 
The intraocular pressure can be raised accordingly 
to any desired level. By simultaneously watching 
the retinal artery with an ophthalmoscope one can 
determine the exact pressure needed to cause col- 
lapse of the retinal artery during one phase of the 
cardiac cycle, and by raising the pressure still fur- 
ther one can determine the exact pressure needed 
to cause lasting collapse of the artery. Analogous 
with sphygmomanometry elsewhere in the body, 
the former corresponds to the retinal diastolic and 
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the latter to the retinal systolic pressure. The 
normal retinal arterial pressures are about half the 
brachial pressures.*’ Their determination is im- 
portant insofar as they reflect the pressure condi- 
tions in the same-sized vessels of the brain which 
are not accessible for measurement.’* Of particu- 
lar interest is the fact that an abnormal elevation 
of the retinal arterial pressure precedes the ap- 
pearance of choking of the disk, and is therefore 
one of the earliest signs of increased intracranial 
pressure." has been claimed, but not as 
yet adequately proved, that abnormally low retinal 
arterial pressures play a leading role in the patho- 
genesis of the optic atrophies."* ** 
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CASE 25281 
PRESENTATION OF CASE 


First Admission. forty-eight-year-old white 
married Irish woman was admitted complaining 
of diarrhea. 

About six months before admission she began 
having intermittent watery diarrhea. The move- 
ments were not painful but sometimes contained a 
small amount of bright-red blood. They were 
preceded by a few cramps and it was necessary 
for her to relieve herself immediately or she could 
not control the sphincter. She soon began to feel 
tired and run down. The diarrhea gradually in- 
creased so that during the two months before 
entry she had three or four watery movements 
a day associated at times with a small amount of 
bright-red blood. During this time she had no 
abdominal pain and no nausea or vomiting, but 
had marked anorexia. 

She was born in Ireland but had lived in Massa- 
chusetts during the past twenty-five years. Eight 
years prior to admission she came to the hospital 
with a gumma on the left lower leg. She was 
given forty injections of bismuth and nineteen of 
arsphenamine. 

Physical examination showed a well-developed 
and nourished woman in no distress. There were 
small telangiectases on both cheeks. She was 
edentulous. A small lymph node was palpated in 
the right groin. The heart was slightly enlarged 
to the left. A soft systolic murmur was heard 
down the left sternal border. The blood pressure 
was 128 systolic, 80 diastolic. There was a double 
scoliosis of the upper thoracic spine. The abdo- 
men was slightly obese but otherwise negative. 
The cervix was lacerated, the vaults clear. Rectal 
examination revealed marked tenderness. About 7 
cm. above the anus a soft stricture was felt en- 
circling the tip of the finger. The right ankle 
showed slight puffiness. The left leg was gen- 
erally swollen and tense, especially around the 
ankle. 

The temperature was 98°F., the pulse 70 and 
the respirations 15. 

Examination of the urine was negative. The 
blood showed a red-cell count of 3,900,000 with 
60 per cent hemoglobin, and a white-cell count of 


July 13, 1939 


8000 with 46 per cent polymorphonuclears, 42 per 
cent lymphocytes, 8 per cent mononuclears and 
1 per cent eosinophils. The nonprotein nitrogen 
of the serum was 20 mg. per 100 cc., the chlorides 
106 milliequivalents per liter, the carbon-dioxide 
combining power 67.9 vol. per cent, the van den 
Bergh normal indirect, and the serum protein 6.4 
gm. per 100 cc. A blood Hinton test was nega- 
tive. A lumbar puncture showed normal pres- 
sure and dynamics, and a normal fluid. A spinal- 
fluid Wassermann test was negative. Two Frei 
tests with mouse-brain antigen were positive. Sev- 
eral stool examinations were guaiac positive. 


A barium enema x-ray showed that barium 
passed to the cecum without delay and entered 
the terminal ileum. The rectum and lower sig- 
moid were markedly reduced in size, and there 
were fine serrations along the margins of the rec- 
tum. The proximal colon was normal in contour 
but showed slight, irregular haustral markings. 
There was some thickening of the mucosa through- 
out the transverse colon. After evacuation the mu- 
cosa of the rectum appeared irregular. In the right 
upper quadrant there was a ring shadow char- 
acteristic of gallstone. 


The patient was given sulfanilamide therapy and 
iron. There was very little change in her condi- 
tion. She was discharged on the twenty-second 
hospital day. 


Final Admission (seven months later). Soon 
after discharge from the hospital the patient was 
in bed for five weeks with pleurisy and effusion 
according to a letter from her local physician. 
Her diarrhea had continued unabated. Griping 
and tenesmus were relieved by mineral oil. She 
recalled that she had had intermittent edema of 
both ankles for several years. One month before 
readmission she noted the sudden onset of rather 
severe pain in both shoulders. During the next 
three days the pain traveled down her right arm 
and finally involved her index and middle fingers 
which became cold and blue. Two or three days 
later a “sore” developed on the end of the index 
finger. This later healed over almost completely. 
At first there was numbness of the fingers which 
gradually disappeared. However, they remained 
cold. Soon after the development of the lesion 
in the fingers she noticed the onset of numbness 
in the front of the right leg, involving the whole 
of the lower leg and foot. The leg became flexed 
for a day. Numbness and tingling remained. 


Physical examination showed a_ pale, well- 


nourished woman in no acute distress. The heart 
was slightly enlarged. There were basal and 
apical systolic murmurs. The radial pulse was 
weak on the right. The second and third fingers 
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of the right hand were cold but pink. There was 
edema of both legs to the knees. 

The temperature was 99°F., the pulse 90 and the 
respirations 20. 

Examination of the urine was negative. The 
blood red-cell count was 2,800,000 with 46 per 
cent hemoglobin, and the white-cell count 3900 
with 41 per cent polymorphonuclears, 48 per cent 
lymphocytes, $ per cent mononuclears and 3 per 
cent eosinophils. The smear showed microcytic, 
hypochromic cells and 22 per cent nonsegmented 
polymorphonuclears. The reticulocyte count was 
1 per cent. A blood Hinton test was negative. 
The serum protein was 6.2 gm. per 100 cc., the 
nonprotein nitrogen 17 mg. A Takata-Ara test 
was weakly positive, a formol-gel test doubtfully 
positive. Three Frei tests with mouse-brain anti- 
gen showed a 2 or 3 mm. area of erythema at 
the end of forty-eight hours. Numerous stool ex- 
aminations were guaiac positive. An electrocar- 
diogram was normal except for a regular tachy- 
cardia with a rate of 140. 


An x-ray film of the chest showed scoliosis of 
the upper dorsal spine with convexity to the right 
side. The heart was enlarged in the region of the 
left ventricle. The aorta was not definitely dilated. 

On the twelfth hospital day shortly after a trans- 
fusion the fingers of the right hand suddenly be- 
came blue and numb, and excruciating pain 
was noted in the right hand. No pulse was pres- 
ent in the antecubital space. A few hours later 
the brachial artery was explored and a 2-cm. 
bullet-shaped embolus removed. The circulation 
improved temporarily but after a few days the 
hand showed evidence of beginning gangrene. On 
the thirty-first hospital day the hand and lower fore- 
arm were amputated. Afterward her temperature 
varied almost daily between normal and 101°F. 
An x-ray film of the chest at this time showed 
diffuse dullness but not complete consolidation at 
the left base. There was a slight amount of dif- 
fuse peribronchial congestion in the left upper 
lobe. The right side was clear. A_ beginning 
sore throat was noted on the thirty-second hospi- 
tal day and a culture showed beta-hemolytic strep- 
tococci. The temperature rose to 102°F. After 
a few days the throat improved and the tempera- 
ture subsided. 

On the eightieth hospital day there was a rapid 
onset of pleural pain in the right chest anteriorly, 
followed after a few hours by the coughing up of 
dark-red changed blood. The temperature re- 
mained between 98 and 100°F. Four days later 
the serum protein was 6.15 gm. 100 cc., the 
albumin 2.99 gm., and the globulin 3.16 gm. The 
serum nonprotein nitrogen was 24 mg. per 100 
cc. Her diarrhea had increased in severity. On 
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the ninetieth hospital day she became completely 
disoriented. Three days later she complained of 
sharp stabbing pain in the right upper quadrant 
of the abdomen. Her feet were cold, cyanotic and 
slightly edematous. Dullness and rales were pres- 
ent in both lung bases. She gradually failed and 
died on the one hundred and eighth hospital day. 


DiFFERENTIAL DIAcNosis 


Dr. Atrrep Kranes: I must confess to a good 
deal of bewilderment at the series of events that 
took place in this patient, and I am not at all con- 
fident that I have a very plausible explanation 
for the various episodes following her discharge 
after the first admission. The events leading up 
to the first admission are not too difficult, but after 
that, things became a little complicated. 

Her first admission consists essentially of a 
slowly progressive bloody diarrhea with a physical 
examination that is essentially negative except for 
rectal tenderness, the finding of a stricture 7 cm. 
above the anus, and some swelling of the left leg. 
The laboratory work on that admission does not 
contribute much of importance except for the 
statement that a positive Frei test was discovered. 
As regards the diagnosis of syphilis eight years 
before admission, it is not at all clear how that 
diagnosis was made. Nothing is said regarding 
her serological tests at that time, and it is inter- 
esting that after approximately one year of treat- 
ment she presented at this admission no clinical 
or serological evidence of syphilis. One wonders 
whether she actually did have syphilis. I think 
we have to assume that probably a positive Hinton 
or Wassermann test was found eight years before. 


Dr. A. THornton Scorr: It had been previously 
positive. 

Dr. Kranes: It is of some additional inter- 
est that there was swelling of the same leg 
that had previously been the site of the gumma. 
What relation there is, if any, between these two 
events is purely speculative, although there is such 
a thing as syphilitic thrombosis. 


So far as the cause of her diarrhea goes, the 
only statement pertaining to etiology during the 
first admission, and even during the second ad- 
mission, is the one about several positive Frei tests 
with mouse-brain antigen. I am not sure how 
much significance to put on that. Certainly I can- 
not put any on the tests that were done during 
the second admission. Evidently they were not 
sure either, otherwise they would not have re- 
peated them so often. 

Dr. Watrer Bauer: That is not quite fair. They 
were done on Dr. Scott’s suggestion, feeling that 
there was some evidence that repeated injections 
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of the antigen in a series of cases at the Boston City 
Hospital had been of some therapeutic help. .The 
repeated injections were given for this reason. 

Dr. Kranes: Were they injections or skin tests? 

Dr. Scorr: They were given with the same tech- 
nic as that of the skin test but at frequent inter- 
vals and with only half the usual test dose. 

Dr. Kranes: It is peculiar that no statement is 
made regarding the size of the reaction during 
the first admission, that is, the size of the erythema. 
If it was no larger than 2 or 3 mm., as was the 
case during the second admission, I do not be- 
lieve one can place definite reliance on that as a 
positive test, particularly with mouse-brain anti- 
gen. There is evidence that this particular type 
of antigen is somewhat unreliable and gives a 
good many false positives. It would be exceeding- 
ly interesting to know how large the reaction was 
which was considered positive. 

Dr. Scorr: Mouse-brain controls, which were 
negative, were done at the same time, whereas in 
the test area the induration, not the erythema, 
measured 6 to 8 mm. 

Dr. Kranes: As you can see I am shying away 
from the diagnosis of lymphogranuloma inguinale 
despite the facts that this patient had a rectal stric- 
ture and that according to the x-ray film the 
process was confined almost exclusively to the 
rectum and sigmoid. Although in addition she 
had had syphilis, which is perhaps presumptive 
evidence that the lesion may have been lympho- 
granuloma inguinale, I am not satisfied that that 
is the correct diagnosis. It is true that people 
with lymphogranuloma inguinale do have bloody 
diarrhea, but it is not a very common symptom. 
If we exclude lymphogranuloma we have no fur- 
ther clues regarding the etiology. Nothing is said 
regarding studies on the stool for amebae or tu- 
bercle bacilli, and I am surprised also that no 
proctoscopic examination was done. Perhaps it 
could not be done because of the narrow caliber 
of the rectum and the pain that it may have pro- 
duced. 

Dr. Scorr: It was done in the Out Patient De- 
partment by Dr. George S. Speare, who demon- 
strated stricture, some ulceration and considerable 
thickening of the rectum. 


Dr. Kranes: We can be sure at any rate that 
she did have an ulcerative proctitis of some sort. 
What the etiology of that was, I think is quite 
obscure. The only etiologic clue is the positive 
Frei test, which I am going to discard and say 
that she probably did not have lymphogranuloma 
inguinale. If one discards that, and there is no 
evidence for tuberculosis, amebiasis or malignancy, 
one has to fall back on chronic ulcerative colitis 
of unknown etiology, the idiopathic type, which 
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will also produce everything described here. It 
could account for the rectal stricture, so that 
without any further statements about the bowel I 
shall guess that she had chronic idiopathic ulcera- 
tive colitis. Her course during the second admis- 
sion does not cast any additional light on the in- 
testinal lesion except that apparently it grew worse, 
and I think one can presumably infer that this 
lesion at the time of death involved more of 
the bowel than it did during the first admission. 
I think that even during the first admission there 
is some evidence by x-ray that the lesion was not 
confined solely to the rectosigmoid. Have we the 
x-rays, Dr. Holmes? 

Dr. Georce W. Hotmes: We have films of the 
chest, but not those of the bowel. 

Dr. Kranes: The x-ray interpretation leads me 
to believe that more of the large bowel was in- 
volved than the rectum because of the statement 
about the haustral markings and the mucosal pat- 
tern in the transverse colon. 

The first curious event following her discharge 
is the statement about “pleurisy and effusion.” 
Just how that diagnosis was made, we are not 
told. We do not know what her symptoms were, 
whether it was confirmed by x-ray or whether they 
did a chest tap. We simply have to take that 
statement at its face value for what it is worth. 
In addition, one would like to know what side 
of the chest was involved. Nothing further is said 
about it. The next thing that occurs is an attack 
of vascular occlusion involving the fingers of the 
right hand. Whether that was due to local throm- 
bosis or embolism one cannot say, but it apparently 
improved. Then this numbness and circulatory dis- 
turbance of the right leg took place. With the 
right hand and right leg involved one thinks of 
some cerebral lesion, but there is very little to 
confirm such a diagnosis, and I think one is justi- 
fied in assuming that the manifestations are of a 
peripheral nature, as subsequent events seem to 
show. 


The physical examination on the second admis- 
sion, except for the vascular occlusion in the right 
hand and edema of the legs, is essentially nega- 
tive. One would like to know what the blood 
pressure was during the second admission, because 
of the possibility that the embolus in the right 
arm may have been thrown off from a mural 
thrombus following coronary thrombosis. There 
is not much evidence for that to be sure, but if 
the blood pressure had dropped considerably it 
might be a point in favor of it. 

Dr. Tracy B. Mattory: The blood pressure was 
130 sys.olic, 90 diastolic, on this final admission. 

Dr. Kranes: That is essentially the same as at 
the first admission. 
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So far as the laboratory work goes we have a 
moderately severe microcytic hypochromic anemia 
and leukopenia, with depression of the polymorpho- 
nuclears; all of which can be explained on the 
basis of chronic blood loss. One does not have 
to postulate any other type of blood dyscrasia here, 
and there is ample evidence of chronic blood loss 
in this patient. The rest of the laboratory work 
does not contribute very much. The Takata-Ara 
and the formol-gel tests do not help us at all. 

May we have some more information in regard 
to the x-ray findings in the chest on the second 
admission ? 

Dr. Hoimes: The films have been put in 
chronological order. They were taken in Janu- 
ary, February and March. In January the left 
border of the heart is a little prominent. It looks 
as if she might have some hypertrophy of the 
left side of the heart. The left lung field is slightly 
smaller and less brilliant than the right, with- 
out any definite explanation for it; but that seems 
to have increased as time went on. This January 
film was apparently taken at 7-foot distance, and 
this February one very likely was a portable film, 
so that the increase in the size of the heart is of 
no significance; but I do think the change in the 
size and character of the density in the left lung 
may be of some significance since it appears to be 
incrcasing. In March we have a marked change; 


the diaphragm, while it was rather high in all 
the films, then became extremely high on both 
sides. The process on the left is obscured by the 
heart and high diaphragm. On the right there are 
the characteristic triangular areas of dullness at the 
periphery which have appeared since the last ex- 
amination. 


Dr. Kranes: Could this dullness at the left 
base be due to an old pleurisy? 

Dr. Hotmes: Anything that would interfere 
with the complete expansion of the lung would 
cause such a picture—even pain, although the 
diaphragm does not seem to be unusually high. I 
do not believe thickened pleura in itself would 
produce an increase in density. 

Dr. Kranes: De you think the scoliosis couid 
have anything to do with that? The interspaces 
are narrower on the left than on the right. 

Dr. Hotmes: That is a good observation. Scolio- 
sis might make some difference in the brilliancy 
of the two sides, but I interpret this as being an 
increase in addition. I may be wrong. It may 
be the apparent difference is due to the way the 
films were taken. I should not put a great deal 
of weight on it, but I think it is worth consider- 
ing. The last film is the most important. 

Dr. Kranes: The x-rays do not help me much. 

The patient went along and then had the sec- 
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ond episode of vascular occlusion on the right, ap- 
parently due to an embolus which was removed, 
despite which the arm had to be amputated. Then 
we have this film of the chest taken some weeks 
after admission. There is no statement as to why 
it was taken or anything about pulmonary signs 
or symptoms. In view of what Dr. Holmes has 
told us these findings of dullness at the left base 
may not be so important as they first appeared 
on reading this sheet. 

Then she developed a sore throat followed by 
typical symptoms of pulmonary infarction, — 
pleural pain and bloody sputum, — apparently con- 
firmed by the last x-ray. I think there can be lit- 
tle doubt about that. 

It seems to me that the problems during the 
second admission are to try to explain the process 
that was going on in her chest and to find the 
cause of the vascular occlusion in the right arm. 

So far as the chest goes, there are three things 
to explain: the history of pleurisy with effusion, 
the dullness at the left base, and the episode of 
pleural pain and bloody sputum which seems quite 
typical of pulmonary infarction. The so-called 
pleurisy with effusion may also have been a pul- 
monary infarct. We know nothing about the 
events concerning it. There is evidence that what- 
ever it was had cleared up in the interim. Then 
some shadows appeared at the left base which may 
not be of any significance. Following this a 
typical pulmonary infarct developed, so that I 
shall save time by concluding that she did have 
multiple pulmonary infarcts, the source of which 
was most likely a thrombus from the pelvic or leg 
veins. There is some evidence that she did have 
phlebitis of the left leg. 


So far as the vascular occlusion in the right 
arm goes, that puzzles me a great deal. There 
are two general reasons why an artery should 
be occluded. One is local disease of the blood 
vessel itself, and the second an embolus. Al- 
though the statement is made here that an em- 
bolus was removed, I am not sure that a surgeon 
removing a clot from a vessel can tell whether 
it arose there or came from some distant focus, 
so I think we have to consider local vascular dis- 
ease. The two diseases to be considered are, first, 
an ulcerated atheromatous plaque with thrombosis 
and, secondly, a syphilitic endarteritis, although 
there is no serological evidence of syphilis. The 
fact that she had two episodes in the same gen- 
eral vicinity would argue more in favor of a local 
vascular lesion because it would not seem very 
likely that lightning, in the form of an embolus, 
would strike twice in the same place. Another 
argument in favor of local vascular disease is that 
the circulation did not improve appreciably after 
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the embolus was removed. But despite the things 
in favor of a local lesion, I am going to assume 
that probably this occlusion was due to an em- 
bolus. If we assume that, we have to postulate 
some source, most likely the heart. I cannot 
quite see what type of heart disease this pa- 
tient would have that would give her an embolus. 
The three types that do are rheumatic heart dis- 
ease, coronary thrombosis and subacute bacterial 
endocarditis. There does not seem to be much evi- 
dence for any of these. Certainly there is no evi- 
dence of valvular heart disease. So far as coronary 
disease goes there is the episode one month before 
admission with pain in both shoulders followed by 
pain down the right arm. Whether that could be 
interpreted as coronary thrombosis I do not know, 
but I rather think not. Three days later she de- 
veloped an occlusion of the artery of the right arm 
which is a little early for a mural thrombus to be 
set free and in addition she developed another a 
little over six weeks later, which also is not quite 
consistent with a mural thrombus from a coronary 
thrombosis. Also she had a normal electrocardio- 
gram on admission. I think one can make out a 
little better case for such a type of heart lesion 
as bacterial endocarditis. She did run a septic 
type of temperature. She had apparently a pul- 
monary infarct. She had some enlargement of the 
heart, and although I do not find any evidence 
of pre-existing heart disease on which to engraft 
a bacterial endocarditis, we do know that it can 
take place even in the absence of pre-existing heart 
disease. However, this means postulating another 
disease in addition to the two diseases we have 
already mentioned, ulcerative colitis and throm- 
bosis with pulmonary infarction. 

One would like to explain the whole thing on 
one basis and the only way I can do that logically 
is to assume that the patient had a patent foramen 
ovale or patent interventricular septum, with per- 
haps a passage of blood clot through the foramen 
into the left side of the heart. Even that has seri- 
ous objections. In the first place it is rather rare 
and in the second place, even assuming the patency 
of a foramen ovale, it is difficult to see how a clot 
could go from the right side of the heart to the 
left. The pressure in the right auricle is consid- 
erably lower than that in the left and the clot 
would therefore have to swim against the stream, 
so to speak. The only way this could occur is 
to assume that pulmonary infarction had taken 
place. Occlusion of several branches of the pul- 
monary artery, even small branches, may so in- 
crease the pressure in the pulmonary circuit that 
the pressure in the right auricle may exceed that 
in the left and in such a case an embolus could 
travel in the direction mentioned. In this case we 
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do have some evidence of pulmonary infarction 
and it therefore seems to me that this explanation 
is as good as any of the others, although I must 
say that I do not have too much confidence in it. 

In conclusion I shall say that the patient had 
chronic idiopathic ulcerative colitis, thrombosis of 
the pelvic and leg veins, pulmonary emboli, emboli 
to the right brachial or axillary artery, source un- 
determined, but possibly due to a paradoxical em- 
bolus through a patent foramen ovale. 

Dr. Bauer: I saw this patient at the time of 
first entry and she was on the ward when I 
came on visit at the time of the second entry. We 
never satisfactorily explained the exact source of 
what we had interpreted as representing an arterial 
embolus. The lesson I learned from this case after 
seeing the autopsy was: it is extremely dangerous 
to rely on one lone laboratory test, particularly 
if you allow it to swing you in favor of a diagnosis 
for which you have very little evidence. In this 
case there was good evidence favoring the diagno- 
sis of another disease yet we allowed a positive 
Frei test to mislead us. When I came on the serv- 
ice last year I was told the patient had lympho- 
granuloma inguinale with a rectal stricture caus- 
ing a diarrhea. I did the rectal examination and 
felt certain that she did have a rectal stricture. 
These findings plus the positive Frei tests led me 
to accept the diagnosis of lymphogranuloma in- 
guinale. I thought when she was discharged to 
Dr. Mallory’s department that she had had a rec- 
tal stricture due to lymphogranuloma inguinale. 

Dr. A. THornton Scorr: I felt the same way, 
because when she first came to the Out Patient 
Department she had the picture in the rectum on 
proctoscopic examination of lymphogranuloma in- 
guinale, and we had a barium enema done at 
that time which was said to be consistent with 
it or with localized ulcerative colitis with  stric- 
ture. I was perhaps blinded by that and went on 
with that same impression during both admis- 
sions. I have no explanation for the other things 
that happened to her but I was quite sure on the 
evidence of the skin test that she had lympho- 
granuloma. 


DIAGNosEs 


Lymphogranuloma inguinale. 
Tertiary syphilis. 

Pulmonary infarction. 

Mesenteric thrombosis. 

Embolus, right arm, amputation. 


Dr. Kranes’s 


Chronic idiopathic ulcerative colitis. 
Thrombosis of pelvic and leg veins. 
Pulmonary embolism and infarction. 
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Embolus, right arm, ? paradoxical through patent 
foramen ovale. 


ANATOMICAL DIAGNOSES 


Chronic ulcerative colitis with extension to ileum. 

Empyema, interlobar, right. 

Bronchiectasis, right middle lobe. 

Pleuritis, chronic fibrous. 

Scoliosis. 

Cholelithiasis. 

Arteriosclerosis, slight: coronary, aortic and cere- 
bral. 

Operative scars: amputation of right forearm; 
arteriotomy, right brachial. 


Discussion 


Dr. Matrory: Dr. Kranes has made a valiant 
effort to tie this all together in one diagnosis 
and he has succeeded a little better than we could 
at postmortem. We had to leave a number of 
things unexplained. She did have unquestionably 
a diffuse idiopathic ulcerative colitis which ex- 
tended the entire length of the bowel and into the 
ileum. We were a little skeptical about the rectal 
stricture. When we cut open the rectum it fell 
widely apart and we could not find the stricture 
so we are inclined to think that the obstruction 
must have been due to spasm. I am not sure that 
those who felt it clinically are in agreement with 
us yet, however. At any rate after death it was 
hard to’ demonstrate a stricture. So I am with 
Dr. Kranes in believing that the disease in the 
colon was ulcerative colitis and not lympho- 
granuloma inguinale. We know lymphogranuloma 
can involve the rectum, and we have seen one 
case where it extended up to the sigmoid. We 
do not know how much farther it may extend. 
I do not know of any reliable case reports proving 
that it can involve a large portion of the colon. 
Whether this patient had had lymphogranuloma 
inguinale in the past I cannot say, but we found 
no evidence of it. 

The heart was entirely negative. The shadow 
in the left side of the chest, interpreted as an in- 
farct, was a localized empyema about 6 or 7 mm. 
in diameter between the upper and the middle 
lobes. Cultures from it showed an abundant 
growth of beta-hemolytic streptococci. A section 
of the lung tissue immediately beneath that showed 
a chronic inflammatory process which conceivably 
could be a healing stage of ‘a septic infarct but to 
my eye it looked more like bronchiectasis. We 
could not find the source for the embolus. It is 
conceivable that a pulmonary vein in the neigh- 
borhood of the local area of disease in the lung 
may have been the source, but with very careful 
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search nothing was found. We also examined the 
foramen ovale with care and it was not patent. 

Dr. Kranes: Were the brachial and axillary 
arteries investigated ? 


Dr. Mattory: No. 


CASE 25282 


PRESENTATION OF 


First Admission. A_sixty-eight-year-old_ white 
woman was admitted complaining of epigastric 
pain of two days’ duration. 

Twenty-eight years before admission she had 
“colic” with clay-colored stools, but no vomiting 
or jaundice. A cholecystostomy was done and one 
stone removed from the gall bladder. Subsequent 
to the operation she passed a number of stones 
in the feces which were described as small and 
rough. Her symptoms persisted, and one year 
later a second operation was done which consisted 
only of lysis of adhesions. She had no further 
symptoms until a few months before entry when 
she developed some tenderness in the right upper 
quadrant and in the mid-abdominal region. Three 
days before entry she noted the onset of a watery 
diarrhea, having about ten stools per day. These 
were clay-colored. There was no blood. On the 
following day she had epigastric distress and ab- 
dominal distention, but this was not so severe as 
the colic of previous years. One day later she 
seemed forgetful and erratic. The pain was in- 
creasing. She did not vomit and had no chills, 
no pain associated with fatty foods and no jaun- 
dice. For the past eight years she had been tak- 
ing a digitalis derivative for her heart following 
an attack of extreme exhaustion and weakness. 
She had had dyspnea on exertion and an occa- 
sional cough on waking in the morning, but no 
pain, no nocturnal dyspnea and no edema. Two 
years before admission she had been treated for 
scurvy. Her mother had died of heart disease. 
The patient denied the use of alcohol. The past 
and family histories were otherwise noncontribu- 
tory. 

Physical examination showed a well-developed, 
obese, short-statured woman in no obvious discom- 
fort. The skin and mucous membranes were pale 
and pasty. The heart was slightly enlarged. Over 
the whole precordium there was a loud rough sys- 
tolic murmur, heard best at the aortic area. A2 
was accentuated. The blood pressure was 165 sys- 
tolic, 70 diastolic. The abdomen was obese and 
distended, with marked tympany over the upper 
abdomen. Peristalsis was explosive and hyperac- 
tive. There was tenderness over all the upper ab- 
domen, most marked over the right upper quadrant 
scar. The extremities showed no edema. 
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The temperature was 100°F., the pulse 90, and 
the respirations 21. 

The urine examination showed a slight trace of 
albumin, 20 white cells and 10 epithelial cells per 
high-power field and numerous bacteria. The blood 
showed a red-cell count of 3,160,000 with 60 per 
cent hemoglobin, and a white-cell count of 9000 
with 70 per cent polymorphonuclears. The blood 
smear showed moderate variation in the size of 
the red cells, but no cells larger than normal. The 
platelets were normal. A blood Hinton test was 
negative. The serum nonprotein nitrogen was 18 
mg. per 100 cc. The bleeding time was four 
minutes, clotting time twelve to twenty-three 
minutes. Clot retraction was normal. The serum 
bilirubin was 3.9 mg. per 100 cc. Six stool ex- 
aminations were guaiac negative, one guaiac posi- 
tive. All were positive for bile. A liver function 
test showed approximately 85 per cent of the dye 
in the serum. An electrocardiogram showed a 
P-R interval of 0.25 second. Ti was diphasic, 
S-Tz and S-Ts sagging. Lead 4 was normal. 
There was partial A-V dissociation. 

X-ray films showed no visible stones in the gall 
bladder. A Graham test showed that the gall 
bladder was not visible after taking the dye. 

On the fifth hospital day duodenal drainage 
yielded only yellow fluid. Two days later her 
liver edge was palpated 5 cm. above the umbilicus. 
The spleen was enlarged. She had slight edema 
of the legs and back. On the tenth hospital day 
she was discharged unimproved. 

Second Admission (four months later). The pa- 
tient stated that one month before re-entry she 
had diarrhea, clay-colored stools and fever. Three 
days before admission she developed painless 
hematuria. For two days the urine was red, and 
on the day of admission was pale pink. She had 
had no pain and no weight loss. There had been 
no dysuria and no increased frequency. Nocturia 
of two to three times had remained unchanged. 
Physical examination had not changed since her 
discharge four months previously. The blood pres- 
sure was 110 systolic, 55 diastolic. The tempera- 
ture was 98.6°F., the pulse 85, and the respirations 
22. The urine examination showed a slight trace 
of albumin, an occasional red cell and 10 white 
cells per high-power field and numerous bacteria. 
The blood showed a red-cell count of 3,240,000 
with 55 per cent hemoglobin, and a white-cell 
count of 7600 with 62 per cent polymorphonuclears. 
A retrograde pyelogram was negative. Cystoscopic 
examination showed several petechial hemorrhages 
in the bladder mucosa. She was discharged on 
the second hospital day. 

Final Admission (one year later). One week be- 
fore her final admission she had moderate upper 
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and lower abdominal pain accompanied by a chill. 
The temperature was 102°F. The following morn- 
ing her temperature was normal and she felt much 
better. In the evening she again had upper ab- 
dominal pain, more marked on the right side, 
accompanied by a chill. During the next three 
days there were short periods when she was ir- 
rational. Her upper abdominal pain continued, 
accompanied by two to three loose stools during 
each of the four days before admission. She be- 
came slightly dyspneic on the third and fourth 
days of the illness, and the dyspnea slowly in- 
creased until entry. 

Physical examination showed a slightly jaun- 
diced woman who was not responsive to her 
name. There was bleeding from the gums and 
mucous membranes of the mouth, and also from 
the vagina or urethra. The tongue was dry. The 
chest showed moist rales at both bases. The heart 
was enlarged to the left. There was a loud sys- 
tolic murmur heard best over the aortic and mitral 
areas, and a diastolic murmur at the apex. Ae 
was louder than Pz. The blood pressure was 120 
systolic, 76 diastolic. The abdomen showed slight 
ascites. The liver edge was 3 cm. below the right 
costal margin. There was slight tenderness but 
no spasm over the right upper quadrant. There 
were petechiae over the hands and arms, but these 
appeared after a tourniquet had been applied. The 
urine examination showed a very slight trace of 
albumin and many white cells. 

The blood red-cell count was 3,000,000, and the 
white-cell count 20,100. The serum nonprotein 
nitrogen was 40 mg. per 100 cc., the serum bili- 
rubin 3 mg., and the carbon-dioxide combining 
power 56 vol. per cent. An _ electrocardiogram 
showed prolonged A-V conduction. The P-R in- 
terval was 0.22 second. There was slight notching 
of Pi, Pz and Ps. 

An x-ray film of the chest showed no definite 
areas of consolidation in the lung fields. The 
aorta showed calcification. 

She remained in coma and died twenty hours 
after admission. 


DiFFERENTIAL DracNnosis 


Dr. Cuester M. Jones: This is a most con- 
fusing picture because it includes so many symp- 
toms, so many signs and some very definite posi- 
tive laboratory tests. There are certain factors 
that I think can be taken as facts—one is that 
she was markedly arteriosclerotic. In the physical 
examination the vessels were felt to be sclerotic. 
She had, I should say, the signs and symptoms of 
arteriosclerotic heart disease. Her electrocardiogram 
also suggests that this is so. There may have 
been marked coronary narrowing. At one time 
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she had a fairly high systolic blood pressure which 
subsequently fell to a lower level, and there was 
calcification of the aorta by x-ray. So we can 
state definitely that we are dealing with an arterio- 
sclerotic individual who had arteriosclerotic changes 
in the heart capable of causing signs and symp- 
toms. We also, I think, can accept the fact that 
the liver was very definitely involved by some sort 
of intrahepatic disease. I am going to assume that 
the liver was large. I am painfully aware of the 
fact that one cannot always tell how large the 
liver is, because just the other day I thought a 
liver was extremely small and found that it was 
larger than normal. It seems to me, however, 
one has to say in this case that it was enlarged. The 
spleen was palpable on one occasion. When she 
was first seen she certainly had little jaundice, 
only 4 mg. of bilirubin, yet there was 85 per 
cent dye retention, which would suggest very defi- 
nite intrahepatic disease in the nature of some type 
of cirrhosis. There was a marked increase in dye 
retention out of proportion to the jaundice. Fur- 
thermore, bile was noted in the specimen removed 
by duodenal drainage. We are led to believe that 
the sediment was negative. There was a fairly 
free flow of bile into the duodenum. The stools 
all contained bile, so that this is not a jaundice 
due to extrahepatic block, and I think that one 
has to say we have an arteriosclerotic individual 
who has intrahepatic disease of some sort. 


In the past she had gallstones. A cholecystos- 
tomy only was done. Subsequently she probably 
passed stones, and there is always the possibility 
that prolonged low-grade infection in the gall blad- 
der and ducts may be associated with intrahepatic 
disease in the nature of biliary cirrhosis. I should 
think it was rather unusual to have a biliary cir- 
rhosis produce its first symptoms twenty-eight years 
after the original operation, however. She had 
some serious disturbance with the clotting of 
blood. On the first admission her bleeding time 
was four minutes, which is long if the test is cor- 
rectly performed, and the clotting time twenty- 
three minutes, which is again prolonged if the 
test is reliable. Of course any patient with intra- 
hepatic disease, with or without jaundice, may have 
such abnormalities. It is possible that that might 
have been on some other basis, but I think it is 
fair to assume that it was on the basis of liver dis- 
ease. The positive Graham test to my mind can- 
not be interpreted with 85 per cent retention of 
the dye. It is impossible to believe that another 
dye of similar nature could be excreted in proper 
time to give an adequate picture of the gall bladder. 
On the other hand we know she had gall-bladder 
disease in the past with stones, and have every 
reason to believe she had chronic cholecystitis and 
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a small contracted gall bladder, but I do not see 
how we can adequately interpret the present x-ray 
findings in this case. 

So far it seems as if the picture was relatively 
straightforward at the time of the second admis- 
sion. There is one element, however, which I 
cannot explain, namely the hematuria. The cys- 
toscopy showed petechial hemorrhages in the blad- 
der mucous membrane and no evidence of stone, 
and I am wondering whether the hematuria was 
due to something equivalent to scurvy or the type 
of mucous membrane with spontaneous bleeding 
that you get in severe intrahepatic disease. When 
she came in the second time she may have been 
slightly jaundiced but there is no note that would 
indicate anything more. The red count was the 
same, and the anemia might have been entirely 
on a nutritional basis. Possibly it was associated 
with cirrhosis, or there may have been more bleed- 
ing than is indicated, but I do not see how we 
have a right to assume it. The third admission 
was a year later. She again had upper abdominal 
pain, chills and fever, and rapid ingravescence. 
She had some evidence either of myocardial fail- 
ure or of nutritional edema, because she had ascites 
and peripheral edema, as well as pulmonary edema, 
which could occur on either basis. She was not 
responsive, and finally died. 


The physical examination revealed that the mu- 
cous membranes bled from at least two places, from 
the gums and the buccal mucous membranes and 
from the vagina or urethra. The exact source 


was not determined in the latter case. The blood 
work was not carried far enough to show whether 
the clotting time was prolonged. She was jaun- 
diced, and it is my belief that she may well have 
had spontaneous bleeding from the mucous mem- 
branes, either on the basis of intrahepatic disease 
or on the basis of vitamin-C deficiency or both. 
Certainly patients with cirrhosis and arteriosclero- 
sis often do not take any care of themselves, do 
not eat well and have a deficient diet. We have 
various manifestations of deficiency disease. She 
was known to have had scurvy before her first 
admission. It seems that the bleeding may have 
been complicated by a nutritional disturbance and 
that in turn may have been associated with intra- 
hepatic disease. The other possibility that should 
be mentioned is that of a terminal infection on an 
already damaged heart, in other words an arterio- 
sclerotic heart with a terminal bacterial endocar- 
ditis, which could give her chills and fever and 
possibly petechial hemorrhages. The petechiae on 
the arms certainly were due to tourniquet pres- 
sure. Another point is that a very definite diastolic 
murmur appeared which was not present before. 
That should be noted as a change. It may have 
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been associated with a terminal event, or it may 
mean that in the course of a year the heart be- 
came decompensated, with a relative mitral insufh- 
ciency. 

I can only make a guess as to the autopsy find- 
ings. My belief is that this patient had intra- 
hepatic disease, with a fairly large liver and spleen, 
and that it was a form of cirrhosis. I think she 
had arteriosclerotic heart disease, and mention, just 
as a possibility, the question of endocarditis. I 
am sure she had a nutritional disturbance, with a 
protein deficiency and quite possibly a vitamin-C 
deficiency, to explain some of the symptoms. That 
does not take care of the whole situation. Then 
the question arises, With pain and diarrhea should 
one include diseases of the pancreas or a stone 
in the common duct that was never passed, some- 
thing that corresponds to an intermittent hepatic 
fever and slight jaundice with an associated pan- 
creatitis? One can only speculate about that. If 
she had cancer, which I doubt, with metastases 
to the liver, it just does not fit into the picture. 
The striking retention of dye, as well as the slight 
jaundice, is not the picture of secondary malig- 
nancy in the liver, either from the pancreas or the 
gastrointestinal tract; if one has jaundice, as a 
rule it is very intense, or if it is slight, there is 
not much dye retention. Usually metastatic car- 
cinoma in the liver is a spotty affair and does not 
interfere too seriously with liver function. The 
diagnosis of pancreatitis I am not capable of mak- 
ing, certainly not of the subacute type. There is 
another point: cirrhosis alone could give pain and 
fever in intermittent attacks. That is not too un- 
common, so that while there are a great many ques- 
tions that might be raised the best I can do is to 
say that she had generalized arteriosclerotic involve- 
ment of the heart, possibly a superimposed terminal 
infection, intrahepatic disease of more or less long 
standing, which I should think would be covered 
by the term cirrhosis, and deficiency as a result of 
all these things. 


Dr. J. H. Means: One would like to know more 
about the terminal situation. She was in coma. 
There is no neurological examination mentioned. 
I do not know how long she had been in coma. 
She had been irrational a day or two before. She 
evidently had had an infection. I wonder what 
was going on intracranially, whether she had had 
a cerebral vascular episode or whether the men- 
tal picture represented the effect of infection in 
a woman with a good deal of cerebral arterio- 
sclerosis, which may produce some strange mental 
pictures. I also was interested in the statement 
in the first part of the history that she had been 
treated for scurvy. One would like to know why, 
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and get more history. That is an interesting state- 
ment. 

Dr. Tracy B. Matrory: I have no more in- 
formation available on that. The person who, 
I believe, made the diagnosis of scurvy and out- 
lined the treatment was Dr. William B. Castle, so 
I presume that the observations were reliable. 

Dr. Wyman Ricuarpson: I spoke last week a 
little bit scofiingly about cardiac cirrhosis, but I 
notice this is a. long cardiac history and wonder 
if Dr. Jones would consider that as a possibility 
in this case; that is, putting the cirrhosis on a 
cardiac basis. 

Dr. Jones: I tried to on reading the case over 
the first time. I believe there is such a thing as 
cardiac cirrhosis. I remember asking about it at 
a meeting of the American College of Physicians 
at a round-table discussion last year and gathered 
that it occurs rarely after chronic right-sided fail- 
ure. I should be surprised if it were a case of 
cardiac cirrhosis. 


CurnicaLt 


Cholangitis. 
Biliary cirrhosis. 


Dr. Jones’s DiacNnoses 


Arteriosclerosis. 
Arteriosclerotic heart disease. 
Cirrhosis of the liver. 
Bacterial endocarditis? 
Nutritional deficiency. 


ANATOMICAL DIAGNOSES 


Subacute bacterial endocarditis, mitral and aortic 
valves. 

Rheumatic heart disease, chronic, and mitral 
stenosis. 

Cirrhosis of the liver, atrophic, unclassified. 

Infarcts of spleen and kidneys. 

Arteriosclerosis. 


Discussion 


Dr. Matiory: The diagnoses made on the 
wards were very close to those of Dr. Jones. I 
think they mentioned the same possibilities that 
he did, except one. They did not, as I remember, 
consider acute endocarditis. The autopsy showed 
a long-standing, chronic mitral stenosis, with a 
superimposed bacterial endocarditis, very extensive 
on both the mitral and aortic valves. There were 
infarcts in the spleen and kidneys. We did not 
have permission to examine the head, but I imagine 
that the cerebral symptoms which were fairly sud- 
den in onset represented a cerebral embolus. The 
liver was quite small — 1250 gm.—and showed a 
very severe cirrhosis. It was very fibrotic and 
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looked as if it had been small for a long time. 
| am not much more anxious to commit myself 
as to the type of cirrhosis than Dr. Jones was. | 
noticed he was very careful not to. 

The gall bladder was entirely negative, thin 
walled and contained no stones. The common bile 
duct was a little dilated but showed no thicken- 
ing of the wall, so we have nothing to support 
biliary cirrhosis, which is the type that might 
have been thought of from the history. I think 
we can be confident that it was not alcoholic, and 
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it presumably dated back to some atrophic process 
long in the past. The esophagus had very exten- 
sive varices, and she did bleed from them terminal- 
ly. Over 100 cc. of fresh blood was found in 
the small bowel but had not reached the large 
bowel. The hemorrhage must have occurred just 
a few hours before death. The cirrhosis certainly 
was not cardiac, and although arteriosclerosis was 
present, it did not seem to be severe enough or to 
have affected any sufficiently important spot to have 
been significant in her symptomatology. 
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ALCOHOLISM 


Tusercucosis, syphilis and alcoholism are three 
of the major problems in public health. Tuber- 
culosis has long received the most attention both 
from the public-health agencies and the public. 
One may point with pride at the work accom- 
plished in the last thirty years toward the goal 
of the complete eradication of tuberculosis. The 
attack on syphilis is now being pushed at an ac- 
celerated pace, thanks to the work of the United 
States Public Health Service, the state and local 
agencies, the newspapers and the public. The end 
is visualized, although much work is yet to be 
done. The world is waking up to the fact that 
it is possible to do away with both tuberculosis and 
syphilis. The treatment of alcoholism, as a public- 
health problem, has fallen far behind the other 


two. The routine “cure” of the alcoholic is far 
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from satisfactory, and the best method to prevent 
alcoholism exists only as a vague idea in the 
minds of a few progressive physicians. The pa- 
pers published in this issue of the Journal set a 
standard of statistical analysis and farsighted re- 


form comparable to the work done in the fields 


of tuberculosis and syphilis. For this reason they 
deserve concentrated attention and thought. 

The inadequacy of routine care is well illustrated 
in the first contribution on the work at the Hay- 
market Square Relief Station of the Boston City 
Hospital from 1927 to 1938. Nearly a third of 
the male admissions were alcoholics, and yet the 
average period of observation was only one day. 
No attempt was made to study the patient as an 
individual, and psychiatric treatment, the basis for 
any hope of reclamation, was not available. The 
second paper, of a larger series, only serves to 
emphasize these points. The treatment of delirium 
tremens, the most serious form of acute alcoholism, 
was reasonably adequate, as brought out in the 
third paper, but again, the causes behind the acute 
situation were not considered. The fourth paper 
calls attention to the traumatic complications of 
alcoholism, and the fifth report, the causes of death. 
Finally, data are presented on the intelligence of a 
large number of alcoholics showing that, as a 
group, they do not vary from the average of the 
general population. Marital disharmony and al- 
coholism, however, are closely allied. These sur- 
veys should form the basis for a more adequate 
program in the fight against alcoholism. It is to 
be hoped that the author and his collaborators will 
formulate such a program in their future contribu- 
tions to the subject. 


NEW DATA ON LYMPHOCYTIC 
CHORIOMENINGITIS 


Tue virus of lymphocytic choriomeningitis was 
first isolated at the National Institute of Health 
by Armstrong and Lillie’ in 1934. Clinically the 
disease had first been established by Wallgren* in 
1925 and described in this country by Viets and 
Watts* in 1929. The isolation of the virus gave 
new impetus to the study of this disease, and in the 


— 
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last five years many reports have appeared in the 
literature both in regard to the description of the 
disease and to the widespread nature of the virus, 
the agent having been reported in England, France 
and Japan, as well as many times in this country. 
The disease is a comparatively benign one, no defi- 
nite fatality having been reported, although one 
patient died under suspicion before the virus was 
discovered; a description of the pathological find- 
ings was given by Viets and Warren.’ 

In the latter part of 1938 Armstrong and Sweet* 
observed two patients in Washington, both of 
whom showed clinical as well as laboratory evi- 
dence of lymphocytic choriomeningitis. The virus 
was isolated from both patients, and in the first 
patient virus-neutralizing antibodies were present 
in the blood. In the second patient not only were 
antibodies found in the blood, but also complete 
immunity was shown in the blood of the landlady 
where the patient lived and partial immunity in 
her husband’s blood. Protective antibodies were 
also found in the blood of the brother of the first 
patient. In addition to this evidence of the virus’s 
having been present without giving clinical mani- 
festations in persons closely associated with pa- 
tients showing definite evidence of the disease, the 
virus was also isolated from one of two mice 
trapped in the home of the first patient and from 
two of three mice trapped in the home of the sec- 
ond. As a control, no infection was found in 
twenty-one mice trapped in eight different abodes 
wherein no human case of lymphocytic chorio- 
meningitis had occurred. From this evidence 
Armstrong suggests that the gray mouse is incrim- 
inated as a reservoir for lymphocytic choriomen- 
ingitis virus, from which man is probably infected. 

Thus in the course of ten years since the disease 
was adequately described in this country, a virus 
has been identified as the etiologic agent and the 
suggestive mode of transmission indicated. The 
disease itself is hardly to be found in the text- 
books of medicine and not a considerable num- 
ber of authors refuse to admit that such a disease 
exists. So rapid is the progress of medicine that 
except for a discovery of major significance, such 
as the treatment of diabetes with insulin or that 
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of pernicious anemia with liver, the identification 
of a disease of minor importance only slowly finds 
its way into a permanent form of medical literature. 
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INVERSION oF THE UTERUS 


Mrs. H. J. S., a twenty-two-year-old gravida II, 
entered the hospital January 11, 1932, at term. She 
had been in active labor for ten hours. 

The family history was negative. The patient 
had always been well. Catamenia began at twelve, 
were regular with a twenty-eight-day cycle and 
lasted four days without pain. Her last menstrual 
period was April 1, 1931, making her expected date 
of confinement January 8. Her previous preg- 
nancy had terminated in a low-forceps delivery in 
March, 1930. This pregnancy had been entirely 
normal during the prenatal period. 

On admission her blood pressure was 156 sys- 
tolic, 90 diastolic. She was delivered spontane- 
ously fifty minutes after entry. There were no 
perineal tears. The baby was in good condition. 
The placenta did not show any signs of separation 
for about twenty-five minutes, when the cord was 
partly extruded from the vagina. Gentle manipu- 
lation of the fundus completed delivery of the 
placenta. The placenta was closely followed by 
the inverted uterine fundus, to which some of the 
placenta was still attached. There was a great 
deal of bleeding, blood loss being estimated at 
1500 cc. The remaining area of placental at- 
tachment was separated. The uterus was thor- 
oughly cleansed and placed back in the vagina, 
and preparations for immediate laparotomy were 
made. The blood pressure was not recorded. 

At laparotomy the uterus was found to be 


*A series of selected case histories by members of the section will be 
published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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completely inverted so that both Fallopian tubes 
were situated inside the funnel. With the aid of 
Allis forceps on either side of the fundus the 
tubes and round ligaments were gradually everted 
so that the uterus again resumed its normal shape 


and size. The abdomen was closed in layers, 
without drainage. 
The patient’s general condition improved 


slightly following the reduction of the inversion. 
She was given two citrate transfusions, one during 
and another following the operation. By the 
next morning her condition was good. 

During the postpartum period the patient had 
fever, with the temperature up to 102.5°F., but 
the pulse rate stayed below 100. A medical con- 
sultant diagnosed sinusitis. She had a foul vaginal 
discharge. On January 15 the hemoglobin was 50 
per cent, and the red-blood-cell count 3,850,000. 
Two weeks following operation the temperature 
was normal. She was discharged on the twenty- 
seventh day following delivery, with the uterus in 
normal position and well involuted. On February 
1 the hemoglobin was 61 per cent, and the 
red-blood-cell count 4,900,000. 


Comment. It is barely possible that, in this case, 
manipulation of the uterus to express the placenta 
may have had something to do with the inversion, 
particularly in view of the fact that at the time of 
the inversion the placenta was still somewhat at- 
tached. There is no note of any attempt to re- 
place the uterus manually. In acute cases such 
as this, such a procedure is often possible, and 
most authorities believe that at least an attempt 
should be made before the abdomen is opened. 


NERVOUS FATIGUE* 


Doctors frequently see people who are in sound phys- 
ical health and yet who complain that they get tired very 
easily. Some of these people say that the least exertion 
beyond a very limited amount of activity may exhaust 
them completely. Others say that though’ they are able 
to get through their daily tasks everything is an effort 
and that they are conscious of feeling tired most of the 
time. It is not always physical work which results in this 
abnormal fatigue. Sometimes the individual gets tired 
even if he is doing something that would ordinarily be 
considered a pleasure. 

Now we know that fatigue or tire is a perfectly normal 
thing for any healthy person. Most of us are tired after 
a few sets of tennis, or after a long walk, or after a day 
spent in seeing a world’s fair, or after a day of hard 
work. But from this kind of fatigue we recover fairly 
quickly. We know, too, that certain physical diseases, 
such as tuberculosis, heart disease or anemia, may be 
characterized by fatigue as one of the symptoms. But 
the strange thing about the kind of fatigue which is the 
subject of this talk is that no physical disease is present; 
the fatigue comes on too easily and lasts too long. The 

*A “Green Lights to Health’’ broadcast given by Dr. Vernon P. Williams 
on Wednesday, May 3, and sponsored by the Public Education Committee 


of the Massachusetts Medical Society and the Massachusetts Department 
of Public Health. 
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amount of exertion which preceded it is not enough to 
account for it, and just resting does not do much good. 
This kind of fatigue is commonly known as “nervous 
fatigue.” 

The question we should like to try to answer is, What 
causes nervous fatigue if there is nothing wrong with the 
body?, There are various causes, but the question can be 
answered in a general way by saying that nervous fatigue 
is a sign that something is wrong in the individual's way 
of living. He is, in some way, out of tune with the envi- 
ronment in which he lives or there may be some strong 
emotional need which has not been satisfied, or some- 
thing bothering him which he cannot seem to settle. 


One rule of thumb which will be of help in discovering 
the causes of nervous fatigue in an individual is to con- 
sider what there is too much of or too little of in his 
round of daily living. We human beings are so made 
that we require balance in our daily life. Is there too 
much monotony in the person’s life? Has he, on the 
other hand, become too dependent on excitement, jump- 
ing from one thing to another? Does he work too much 
or not enough? 

The woman, whose life, year in and year out, consists 
of household duties and the care of growing children, 
with little opportunity for fun, is liable to lead a dull 
existence which becomes fatiguing from its very monot- 
ony. She needs the company of stimulating friends or 
the chance to go to the movies now and again. If she 
lives in the city she should be able to go out into the 
countryside if that appeals to her, or if she lives in the 
country she needs the fun of an occasional trip to the 
city, even a night club if it holds any interest for her. 


On the other hand, the woman who leads an active 
social life, with numerous engagements every day and 
parties several nights a week, may become too depend- 
ent on excitement and stimulation and may find herself 
too tired to accomplish anything that requires close at- 
tention. She has energy only for the pastimes which 
give her pleasure, and as time goes on she may find even 
these fatiguing. 

Change and diversion from the activities which take 
up the largest part of our time, whether these activities 
be work or so-called pleasure, are important in avoiding 
nervous fatigue. It is interesting, however, that the more 
we like what we are doing the longer we can apply 
ourselves before we are aware of feeling tired. In fact, 
when we are really interested we do not think of applying 
ourselves; our attention is held almost automatically and 
we do not like to stop. Unless we become “hipped” on 
fatigue, so that we exaggerate the feeling, we are likely 
to have the energy for doing what we really want to do. 
A boy may become sleepy and tired after an hour of 
study, but in some remarkable way has the energy for 
skating or skiing for hours at a time. And especially 
are we able to go on doing almost indefinitely anything 
in which we excel and which, at the same time, brings 
us praise and admiration from other people. Success- 
ful opera stars, in spite of the great expenditure of energy 
required of them, do not collapse from fatigue. 

An important consideration in avoiding nervous fatigue 
is to be sure that we are suited to our occupations. Too 
many people are misled by ambition and undertake enter- 
prises or work for which they do not have the ability or 
equipment. They may struggle along for a while with 
determination, but as it becomes clear that their measure 
of success is not and probably never will be equal to the 
amount of effort expended the road ahead seems endless, 
and even temporary rest by the wayside does not revive 
them sufficiently to make them able to carry on. 
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Fatigue is often the result of emotional disturbances. 
Human beings are fundamentally emotional, not rational, 
and it is the emotions which are the driving forces behind 
most of what we do. It is the nature of our emotions 
to want satisfaction or fulfillment, and when, for one rea- 
son or another, our emotional strivings are blocked or 
thwarted, a situation of what we call “frustration” may 
occur. Energy is then not properly used, and the result is 
often a sensation of fatigue or exhaustion, One of our 
greatest needs is a suitable outlet for our affections. We 
are attracted to other people and we fall in love because 
we need each other. It is a rare person who is self- 
sufficient in this regard. If we do not find someone who 
responds to our offer of affection, a fundamental emo- 
tional craving in our natures goes unsatisfied. Unless we 
can accept this frustration after we reason it out, we live 
under strain and tension which frequently are causes of 
fatigue. 

Besides this desire for the companionship and caring 
of another person is the strong urge for making the most 
of ourselves. Not only do we want friends who like and 
appreciate us, but we want to think that we exert influ- 
ence and power ourselves, at least in a small way. We 
want to believe that what we do in the world is needed 
and is of value to others. If we do not believe this, an 
adequate stimulus and interest in living is lacking and 
the daily round may be boring to the point of fatigue. 
We must be careful, however, with our selfish ambitions, 
that we do not ask for too much. The person who has 
become accustomed to success in every direction will 
find it difficult to call a halt when he meets a situation 
to which his abilities are not adapted. If the halt is not 
called, there will be a wasteful output of energy which 
may lead to frustration. 

Some people get into the habit of putting off making a 
decision in both big and little problems. They have 
difficulty in making up their minds. They seem to think 
that waiting just a little longer will enable them to make 
a better decision; but this is not so, and the longer they 
wait the harder it is for them to make the decision. Such 
prolonged indecision is a strain and is fatiguing. Learn- 
ing to say “yes” and “no” decisively, after a reasonable 
amount of thought, gives us a sense of well-being and we 
are in command of ourselves. 

If, then, we are burdened with a sensation of fatigue 
which is not due to physica! disease we should look inside 
ourselves to discover what is wrong in our way of liv- 
ing. If emotional problems and worries hang heavily on 
us, we should make what changes we can in our situa- 
tions. If no reasonable changes can be achieved, we 
should make a clean-cut decision to accept the situation 
without further brooding over it. “What cannot be 
cured must be endured.” In this way we save energy and 
can turn our attention to constructive interests. Our lives 
are like houses with many rooms and it is hardly sensible 
to spend all our time in only one of the rooms. If the 
plaster is falling off the ceiling in one of the rooms, let’s 
do what we can to fix it but not waste time and energy 
wishing that the plaster were not falling. 

* * * 


Q. What you say about inefficiency in living and emo- 
tional problems as causes of fatigue is interesting, but 
is it not true that overwork or working too hard can in 
itself cause the kind of fatigue you have been talking 
about? 

A. If the person really cares about his work, if it is 
the kind of work for which he is suited, neither too dif- 
ficult nor too easy for him, and if he is not doing it 
only to keep the wolf from the door, there is not much 
chance that he will find it fatiguing. Some people work 
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hard, even feverishly, to keep themselves from thinking 
about or facing emotional problems. This is not a satis- 
factory method of escape. The problem there is still 
unsolved. If the problem has been faced clearly and a 
decision has been reached in regard to it then the person 
can work hard because he has decided that it will do no 
good to keep brooding over what might have been or 
might be if the world were just as he would like to have 
it. No matter how interesting the work, relaxation and 
diversion from it are necessary to prevent the individual 
from becoming stale. A few geniuses on fire with enthu- 
siasm seem to be able to keep from getting stale without 
much of any relaxation or diversion, but they are the 
exceptions. 


Q. Do people differ in some fundamental way in the 
amount of energy they have at their command? 


A. Yes; I think there can be little question about 
that. No two human beings are exactly alike in every 
way. We differ in temperament, in intellectual ability, in 
our sense of humor, in physical build, and so forth. And 
we probably differ in how much energy is at our dis- 
posal. But we must not be misled by the appearance of 
weakness. We often see frail-looking people who do 
many times the amount of work accomplished by well- 
nourished, healthy-looking people. If we want some- 
thing strongly enough and if getting it seems reasonably 
possible, great quantities of energy are apt to be available 
for its attainment. It is the people who are brooding 
over past disappointments, who will not let the past go 
and who do not look at the present or future within the 
limits of what is possible for them who become weary of 
existence. As a poet said: “Rest is not quitting this busy 
career; rest is the fitting of self to one’s sphere.” 


Q. Can you explain a little further what you mean by 
emotional disturbances and frustration as causes of fatigue? 

A. All of us are made up of bundles of wants or de- 
sires. The closer we come to having these wants or de- 
sires satisfied the more comfortable and secure we feel. 
We want enough money so that we shall not have to 
worry about food, shelter and clothing. We want the 
love of someone else to satisfy the natural sex instincts 
and the desire for companionship, which will help to 
keep us from feeling alone. We want friends and suc- 
cess in our work. If we cannot get what we want in 
these ways, we become unhappy. If nothing can be done 
about satisfying a particular want we do well to determine 
to make the best of it. Otherwise the emotional turmoil 
created by the dissatisfaction burns up energy in a futile 
way, and fatigue results. 


Q. I suppose we all have worries, strains and prob- 
lems, and yet all of us do not become tired. Why is 
that? 

A. It depends upon how we handle the situation. That 
is why it is important to teach children at the start 
that they should not always expect to have everything 
their own way. If, in early years, they become used to 
self-control and to putting up with not getting everything 
they want, they will form the habit of adjusting them- 
selves to the frustrations which we all meet throughout 
our lives. Another point is that because of individual dif- 
ferences in make-up, people react in various ways to 
emotional difficulties, if these difficulties are not dealt 
with properly. Instead of becoming fatigued, some people 
get headaches, or develop digestive troubles, or sleep 
poorly, or get the “jitters,” or have palpitation. 


Q. You said that sometimes people feel tired even if 
they are doing things that they consider a pleasure. Why 
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would they become tired if they are doing what they 
want to do? 

A. That often occurs when a person is paying too 
much attention to the way he feels. Since fatigue is an 
unpleasant sensation, sometimes the individual is too 
much on the lookout for it. He thinks if he feels tired 
it is a sign that he needs rest. The more he watches 
himself, the more aware be becomes of any feeling of 
fatigue. It becomes a habit for him to detect this feeling, 
and then be becomes so accustomed to watching himself 
that the feeling may come on no matter what he is doing. 
Any one of us is often tired, but we know it is of no im- 
portance and go ahead with what we are doing. As 
William James pointed out in his excellent essay on The 
Energies of Men: “Fatigue is apt to pass away if we work 
through it to the store of energy beneath.” 

Simply because fatigue of the nervous kind cannot be 
cured with a pill is no reason to become discouraged 
about it. We should not approve of a business that is 
run inefficiently and we should not approve of living 
halfheartedly, when a little investigation may offer a 
solution. One of the oldest and wisest of sayings is that 
the most important thing in life is to learn to know 
yourself, 


DEATHS 


LEGG — Artuur T. Leos, M.D., of Brighton, died 
July 8. He was in his sixty-sixth year. 

He received his degree from the Harvard Medical 
School in 1900 and was a fellow of the Massachusetts 
Medical Society and the American Medical Association. 
A member of the Harvard Infantile Paralysis Commis- 
sion, he was assistant professor of orthopedic surgery at 
the Harvard Medical School. Dr. Legg had written sev- 
eral books on children’s diseases and was surgeon at the 
Children’s Hospital, Boston, and consulting surgeon at the 
Chelsea Memorial Hospital, Lakeville State Sanatorium 
and the Massachusetts Hospital School. 

Among his affiliations were memberships in the Ameri- 
can Orthopaedic Association, the American Academy of 
Orthopaedic Surgeons, the American College of Surgeons 
and the New England Pediatric Society. 


MATHEWSON — Frank W. Matuewson, M.D., of 
New Bedford, died July 6. He was in his forty-ninth 
year. 

He received his degree from the Boston University 
School of Medicine in 1914 and was a fellow of the 
Massachusetts Medical Society and the American Medi- 
cal Association. 

His widow, two children and his father survive him. 


CORRESPONDENCE 


AN APPEAL 


To the Editor: Five copies of the June issue of the 
Worcester Medical News, which was distributed at the 
annual meeting of the Massachusetts Medical Society, are 
wanted. 

Any member who has a copy will be conferring a favor 
if he will send it to the librarian of the Worcester Medical 
Library, Incorporated, at 34 Elm Street, Worcester. 

Barsara Norwoop, Librarian. 


34 Elm Street, 
Worcester, Massachusetts. 
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DISTRICT OPPOSITION TO WAGNER BILL 


To the Editor: We are enclosing a copy of a letter from 
the Legislative Committee of the Plymouth County Medi- 
cal Society to Senators Walsh and Lodge and the repre- 
sentatives in Washington from our district. 

We should be glad to have this letter opposing the 
Wagner Bill published in the New England Journal of 
Medicine if you believe that it would be a stimulus to 
other county societies to oppose the Wagner Bill. 

Joun J. McNamara, M.D., Chairman, 
Georce A. Moore, M.D., Secretary. 
* * 
My dear 

At a recent meeting of the Plymouth County Branch 
of the Massachusetts Medical Society, the Legislative Com- 
mittee was instructed by a unanimous vote of the mem- 
bers to request you to oppose the Wagner Bill or Senate 
Bill 1620. 

We fully appreciate the fact that medical service to the 
indigent sick and low-income groups can be improved in 
many communities in the United States. We also recog- 
nize that certain principles in the Wagner Bill are for 
the betterment of health among our poorer classes. 

We are opposed to the Wagner Bill for the following 
reasons: 


1. The Wagner Bill is just another federal project 
which, if enacted, will put all medical practice, hospi- 
tals and even drug manufacturers in the United States 
under federal control. 


2. The states have not requested government medi- 
cal aid for the indigent sick. It is a new offspring of 
the imagination of theorists in Washington which is to 
be “given” to the states under the guise of “grants-in- 
aid,” a method of penalizing taxes on industry and 
wealth in some states to distribute it in poorer states. 


3. There are no limits in the bill regarding the 
income groups to which it will apply. The bill ap- 
parently proposes to furnish not only free medical care 
but disability insurance to all classes, whether em- 
ployed or unemployed. 


4. It has far greater political potentialities than the 
WPA, the AAA or any other government relief project 
because of its application to a greater proportion of the 
population and its great humanitarian appeal. 


5. It will completely abolish the private practice 
of medicine and the right of the patient to choose his 
own physician. 

6. It will destroy the incentive to investigation in 
our hospitals and medical schools and lower the stand- 
ards of our great private medical teaching institutions. 


7. It is opposed by the great majority of our 5000 
members of the Massachusetts Medical Society and by 
the majority of over 100,000 members of the American 
Medical Association. 


8. We feel that the care of the indigent sick patient 
throughout the United States is a state problem, to be 
handled by each state with federal aid, if necessary, but 
without the federal control provided in the Wagner 
Bill. 

The Plymouth County Medical Society requests you to 
oppose this bill. 


Respectfully yours, 
Joun J. McNamara, M.D., Chairman, 
Georce A. Moore, M.D., Secretary. 
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REPORT OF MEETING 


HARVARD MEDICAL SCHOOL LECTURE 


At a special lecture at the Harvard Medical School on 
Thursday, April 20, Dr. Frank G. Young, of the National 
Institute for Medical Research, London, spoke on “The 
Anterior Pituitary Gland and Carbohydrate Metabolism.” 


Before discussing his own findings, Dr. Young briefly 
went over the recent advances in knowledge of the inter- 
action of the pituitary gland and the pancreas, promoted 
especially by Houssay. Houssay found that the removal 
of the pituitary increased sensitivity to the hypoglycemic 
action of insulin, that the removal of the pars glandularis 
alone gave this same effect, that hypophysectomy before 
or after pancreatectomy increased the severity of the dia- 
betes that resulted, that the administration of pituitary 
substance to hypophysectomized pancreatectomized 
animals resulted in an intensification of their diabetes and 
that the injection of pituitary substance into normal ani- 
mals gave symptoms of diabetes. Two other groups of 
investigators had observed the last-named phenomenon 
before Houssay. Evans had noted diabetic symptoms for 
nine months; these remained for a few months after ces- 
sation of injections but eventually disappeared. Earlier 
observations had suggested that overactivity of the pitui- 
tary gland as well as its dysfunction led to diabetes. 


By means of lantern slides, Dr. Young presented charts 
and graphs showing the results of his investigations. He 
found injections of pituitary substance caused an insensi- 
tivity to the hypoglycemic action of insulin both in dogs 
and rabbits. If these injections were continued for some 
days, subject to certain conditions, there was a rise in 
blood sugar but still a comparative resistance to the action 
of insulin. This suggested that the factor that promoted 
a rise in blood sugar was not the same as the constituent 
of the pituitary that induced insensitivity to insulin. 
After a latent period during which the blood-sugar value 
remained normal, the blood sugar rose and symptoms of 
diabetes manifested themselves. The chief difference be- 
tween this and the diabetes resulting from pancreatec- 
tomy is that in the former type there is the relatively 
high insensitivity to insulin and also a high liver-glycogen 
level. 

Houssay’s observation that the diabetes induced by 
pituitary injections disappeared or was diminished by fast- 
ing was confirmed by Dr. Young, as was Evans’s obser- 
vation that diabetic symptoms disappear after a certain 
period of time. However, if the injection doses were 
progressively increased, the symptoms reappeared, only to 
disappear later sometimes. During the phases of resist- 
ance to the diabetogenic action of pituitary substance, the 
dogs still possessed the insensitivity to insulin action and 
the liver-glycogen values rose. Rapidly increasing the 
dose of pituitary substance abolished the refractory phase 
or “resistance” and made it easier to produce a perma- 
nent diabetes in less time. If administration was stopped 
before a critical point, the diabetes might disappear without 
becoming permanent. Apparently there was a definite 
point at which the temporary effect shifted over to the 
permanent form. 

There are three phases of the induced reaction. First, 
there is the latent phase in which the blood sugar is nor- 
mal and a resistance to insulin develops; secondly, a 
temporary diabetes develops, with a rise in blood sugar 
and relative insensitivity to insulin; thirdly, there is per- 
manent diabetes, which is not associated with any insen- 
sitivity to insulin. The indications of the diabetes becom- 
ing permanent are an increase in ketonuria and a slight 
fall in body weight. The increase in body weight that 
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occurred following the first injections was interesting but 
unexplainable. At least some animals gained so much 
that it could not all be ascribed to deposition of water. 
After the pituitary injections were stopped following the 
induction of permanent diabetes, the ketonuria decreased 
but the glycosuria kept on. 


In the pituitary diabetic dogs, a larger amount of in- 
sulin was needed to control the glycosuria than in pancrea- 
tectomized diabetic dogs. Allen in 1924 noted that more 
insulin was necessary in pancreatectomized dogs than in 
cases of human diabetes. Best took the pancreas out of 
one of Dr. Young’s pituitary diabetic dogs and found a 
slight increase in insulin requirement. Dr. Young, in 
doing the same experiment, found a decrease in the dia- 
betes. Although the food had been well controlled, this 
was a single observation, and cannot be taken for more 
than it is worth, He raised the question as to whether 
this suggested that acinar tissue has a pro-insulin or anti- 
diabetic action. 


Pituitary diabetic dogs can survive for a long time, 
perhaps indefinitely, without treatment if they are given 
enough food. Pancreatectomized dogs, on the other hand, 
cannot be kept alive in this manner; they require in- 
sulin. When pituitary diabetic dogs were given small 
amounts of insulin no change in the dextrose-nitrogen 
ratio was noted, but a slight decrease in the ketonuria 
occurred. In pancreatectomized dogs the ratio dropped 
to 1:2, the ketonuria again being decreased. This indi- 
cated that pituitary diabetic dogs respond less readily 
to insulin. In a comparison between the glycosuria, 
ketonuria and weight curves of pituitary and pancreatic 
dogs, Dr. Young showed that on gradually decreasing in- 
sulin dosage, the curves of the latter dropped to approach 
those of the former, but that when the dose was lowered 
to nothing, the pancreatic dogs died whereas the pituitary 
dogs continued to live without insulin. 

On the whole, in depancreatized dogs, an extra 50 gm. 
of glucose is fully eliminated, as shown by no appreciable 
change in the dextrose-nitrogen ratio, a fat diet increases 
glucose retention, and there is no rise in the respiratory 
quotient following ingestion of glucose. Fasting results 
in a decreased dextrose-nitrogen ratio within forty-eight 
hours. In the pituitary-induced diabetic dogs, a high 
carbohydrate diet results in a decrease of glycosuria and 
ketonuria, and the addition of casein does not affect the 
ketonuria but does cause a reappearance of the glycosuria. 
Raw meat, however, increases ketonuria. This suggests 
that the production of ketones from fatty acids cannot 
occur in the absence of a substance derived from raw 
meat — possibly a protein. In spite of this, the concept 
that ketones are formed from fatty acids and not from 
proteins is too well founded to be given up. In summary, 
the diabetes in pituitary-injected dogs differs in many re- 
spects from that in depancreatized dogs. 

The pathologist reported no changes in the thyroid, 
pituitary and adrenal glands of pituitary diabetic dogs, 
but the islets of Langerhans showed varying degrees of 
changes, up to complete hyalinization. The earliest 
changes were hydropic degeneration of the beta cells. 
(This is sometimes seen in specimens from human dia- 
betic patients and in the remnant of pancreas in Allen's 
partially depancreatized dogs.) However, mitoses and 
hydropic changes were often found to co-exist in the same 
islet. 

Certain workers have reported an increase in the size 
and number of islets following pituitary injections, but 
their observations were based on histological appearance, 
a method open to criticism. Richardson and Young, by a 
more accurate method, confirmed this, so far as total 
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amount of tissue was concerned, but could get no evi- 
dence for an increase in activity of the tissue. Hypoph- 
ysectomy also increases the amount of islet tissue in the 
pancreas. 

The expected increase in insulin production was found 
in rats but not in dogs. Dr. Young demonstrated an 
increase of insulin up to 30 or 50 per cent following in- 
jections of pituitary substance, but rats do not get the 
diabetes that is obtainable in dogs. The possibility pre- 
sented itself that the resistance of dogs to the diabeto- 
genic action of pituitary substance may be due to the 
increase in islet tissue and insulin production, which is 
insufficient, however, to prevent the symptoms of diabetes. 
In rats this compensatory reaction is so powerful and rapid 
that diabetes cannot be produced. 

All the pathological sections showed abnormal islets of 
one sort or another, which were evidence of physiological 
strain rather than of disease, but there were no signs of 
permanent changes in the pituitary gland, at least after 
permanent diabetes had developed. Likewise, by Hims- 
worth curves, Dr. Young was unable to show that there 
was abnormal sensitivity to insulin, and there was no evi- 
dence that a substance existed in the serum which inhibited 
the action of insulin. 

Dr. Young’s conclusions were that, although there is 
no evidence that permanent diabetes is due to continued 
hyperactivity of the pituitary gland, it is not wholly due 
to the islet changes. In diabetic patients, the lack of signs 
of pituitary hyperactivity is not proof that the pituitary 
is not the cause or may have been the initiating factor 
of the diabetes. 


NOTICES 


ANNOUNCEMENT 

Joun J. Statrery, M.D., announces the opening of an 
office at 95 Mt. Auburn Street, Watertown. Telephone 
MIDdlesex 6161. 


REMOVAL 

Gasriet J. Rusin, M.D., announces the removal of his 
ofice from 483 Beacon Street to 520 Beacon Street, 
Boston, 


ASSOCIATION OF MILITARY SURGEONS 


The regular meeting of the Colonel Williams Chapter 
of the Association of Military Surgeons of the United 
States will be held on Tuesday, July 18, at 8:00 p. m. at 
the headquarters of the 101st Medical Regiment, South 
Armory, Boston. Election of officers. The speaker will 
be announced. Refreshments. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR oF Boston District FOR THE WEEK BEGINNING 
Monpay, 17 


Tuespay, Jury 18 

*10 a. m. - 12:30 p. m. Boston Dispensary tumor clinic. 

8 p. m. Association of Military Surgeons. Headquarters of the 
101st Medical Regiment, South Armory, Boston. 


Faiway, Jury 21 
*10 a. m. - 12:30 p. m. Boston Dispensary tumor clinic. 


Sarurpay, Jury 22 
*10 a. m.-12 m._ Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Marshall N. Fulton. 


*Open to the medical profession. 


Juty 18 — Association of Military Surgeons. Notice above. 
Aucust 30-Sepremser 2— Seminar in Physical Therapy. Page 857, 
issue of May 18. 
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SepTteMBER — Boston Psychoanalytic Institute. Page 450, issue of Septem. 
ber 22, 1938. 

SerpremMBer 4-6 — Institute for the Consideration of the Blood and Blood. 
Forming Organs. Page 941, issue of June 1 

SevremBer 5-8 — American Congress of Physical Therapy. Page 857, issue 
of May 18. 

Serremper 11-15 American Congress on Obstetrics and Gynecology, 
Page 938, issue of December 8. 

SerreMBER 14-16 — Biological Photographic Association. Page 941, issue 
of June 1 

SerreMBeR 15-28 — Pan-Pacific Surgical Association. Page 863, issue of 
November 24. 

Ocroser 23 - Novemper 3 — New York Academy of Medicine. Page 977, 
issue of June 

Fatt, 1939 — Temperature Symposium. Page 218, issue of February 2. 

December 2 — Amefican Board of Obstetrics and Gynecology. Page 1019, 
issue of June 15. 

May 14, 1940 — Pharmacopoeial Convention. Page 894, issue of May 25. 

June 7, 8 and 9, 1940 — American Board of Obstetrics and Gynecology, 
Page 1019, issue of June 15. 


BOOKS RECEIVED FOR REVIEW 


Treatment in General Medicine. Edited by Hobart A. 
Reimann. 3 vol. 2834 pp. Desk index 107 pp. Phila. 
delphia: F. A. Davis Co., 1939. $30.00. 

Public Health Law. James A. Tobey. Second edition. 
414 pp. New York: The Commonwealth Fund, 1939, 
$3.50. 

A Textbook of Obstetrics: With special reference to 
nursing care. Charles B. Reed and Bess I. Cooley. 476 
pp. St. Louis: The C. V. Mosby Co., 1939. $3.00. 

The Canned Food Reference Manual. 242 pp. New 
York: American Can Co., 1939, 

Varicose Veins. Alton Ochsner and Howard Mahorner. 
147 pp. St. Louis: The C. V. Mosby Co., 1939. $3.00. 

The Organism: A holistic approach to biology derived 
from pathological data in man. Kurt Goldstein. 533 pp. 
New York: American Book Co., 1939. $3.20. 

The Evolution and Organization of the University 
Clinic. Simon Flexner. 41 pp. New York: Oxford Uni- 
versity Press, 1939. $1.25. 

Les Occlustons Artérielles Aigues des Membres: Formes 
cliniques, indications physiopathologiques et therapeu- 
tiques. H. Haimovici. 124 pp. Paris: Masson et Cie, 
1939, 26 Fr. fr. 

Eléménts de Phystologte Clinique de Appareil Circula- 
toire. J. Castaigne and P. Dodel. 146 pp. Paris: M-s- 
son et Cie, 1939. 27 Fr. fr. 


BOOK REVIEWS 


The Language of the Dream. Emil A. Gutheil. 286 pp. 
New York: The Macmillan Co., 1939. $3.50. 


This volume is written by a physician who, for a num- 
ber of years, was a co-worker and also, it seems from the 
content of the book, a follower of Wilhelm Stekel. Up 
to the time of his breach with Freud, Stekel was one of 
Freud’s most eminent pupils, and he had an unrivaled 
gift and intuition for dream interpretation. The refer- 
ences in the volume to Freud, however, exceed those to 
Adler, Jung, Stekel and Silberer. 

It must be emphasized that while dream interpretation 
is important in analytic technic, the trend of modern 
analysis is to analyze the ego and its aberrations and not, 
as in the past, to concentrate solely on unconscious men- 
tal processes. Therefore, from this volume, the unin- 
formed reader may gain the erroneous impression that 
dream interpretation is the chief means of analysis. 

The interpretation of a dream does not depend on an 
arbitrary translation of symbols but on the dreamer’s free 
associations of the dream content and the physician’s 
knowledge of the psychologic structure of the case under 
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analysis. The tendency of the author is to omit all the 
free associations in arriving at a knowledge of the sym- 
bolic meaning of the dream; but it is only fair to state 
that he says he does this, as otherwise the volume would 
be too bulky. 

In theory, he believes in interpretation without much 
use of free association, but in the handling of difficult 
cases he is forced back on free association for actual proof 
of the meaning of the dream. The author realizes that 
merely being told the intellectual content of the dream 
counts for very little; free associations are necessary to 
uncover the buried material of the unconscious, the so- 
called latent content of the dream. The author claims 
that dream interpretation is important because it shortens 
the duration of the analysis, but this is a viewpoint with 
which most psychoanalysts would disagree. 

The volume gives an analysis of three hundred and 
eighty-six dreams and has a detailed bibliography and a 
glossary of psychoanalytic terms. An interesting feature 
of the book is the pictorial illustration of the dreams 
which is rare in other works on dream interpretation. 


Second edi- 


Surgical Anatomy. C. Latimer Callander. 
W. Bz 


tion. 858 pp. Philadelphia and London: 
Saunders Co., 1939. $10.00. 


Medical students and surgeons will feel indebted to 
the author for revising his excellent textbook. The first 
edition, printed in 1933, contained 1115 pages; the pres- 
ent edition numbers 858 pages. This reduction in the size 
of the book has entailed no sacrifice in quality. On the 
contrary, one hundred new figures have been added — 
some original, others taken from recent surgical journals. 
These illustrations further serve to bring correct anatomic 
detail not only into the paths of surgical approach, but 
also into the depiction of the steps of most of the com- 
moner standardized operations. The more recent ad- 
vances in the surgical anatomy of many topographic re- 
gions have been recorded, such, for example, as deal with 
lumbar sympathetic ganglionectomy, resection of the sacral 
plexus, and operations for cervical rib, the scalenus anticus 
syndrome and spondylolisthesis. 

It is regrettable that the author omitted the entire for- 
mer chapter on the development of the gastrointestinal 
track and the peritoneum. In view of the fact that space 
is given to brief embryological consideration of such 
structures as the diaphragm, the thyroid gland, the nose 
and the mouth, it seems that several paragraphs on the 
embryology of the gastrointestinal tract should be con- 
tained in the text. 


Everyday Surgery. Lambert Rogers and A. L. d’Abreu. 
280) pp. Baltimore: William Wood & Co., 1938. $4.75. 


This volume outlines with considerable discrimination 
and balance almost the entire field of general surgery, 
major and minor, together with much of urology and 
orthopedics. The book is not meant to be a text, but 
rather a necessarily somewhat dogmatic description of 
the accepted and standard practices of the Department of 
Surgery of the University of Wales. The authors have 
obviously resisted the temptation to become expansive 
and have spent the greater part of their effort on those 
diseases or conditions which occur most frequently in 
their practice, rather than those which might be most in- 
teresting. The illustrations are few in number but pointed 
and apt in their application to the text. 

On a number of minor points most American surgeons 
would disagree with the authors, for example, that the 
external inguinal ring should not ordinarily be opened in 
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herniorrhaphy and that fresh traumatic wounds should be 
cleansed with a strong antiseptic solution. Also, the treat- 
ment of fracture of the femoral neck as recommended is 
that of Whitman, although the very popular internal fixa- 
tion of Smith-Petersen is mentioned. The treatment of 
empyema is well described, but it is hard to say how open 
pneumothorax can be avoided if the Tudor-Edwards 
drainage tube is used as described. However, the book 
is more open to criticism on the score of omissions than on 
these details. For example, there is no mention of the 
problem of back pain, which occurs so frequently in 
American practice. Also there are no references to the 
literature. If the authors had selected a few references 
for each chapter with the care and discrimination with 
which they have written the chapter itself, the book 
would be far more valuable than it is at present for the 
senior student or general practitioner. It should be par- 
ticularly useful to those preparing for examination in 
surgery. 


Practical Bacteriology, Haematology and Animal Parasi- 
tology. E. R. Stitt, Paul W. Clough, and Mildred C. 
Clough. Ninth edition. 961 pp. Philadelphia: 
P. Blakiston’s Son & Co., Inc., 1938. $7.00. 


The ninth edition of this book fully maintains the high 
standards established since its first publication. As a mat- 
ter of fact, “the Stitt” —as it is commonly spoken of in 
laboratories — has so thoroughly filled a need for work- 
ers in medical diagnosis that one must be grateful to 
those who have expended the labor to keep it up to date. 
It is a unique volume, in that it covers, from a practical 
point of view, many subjects that cannot be found 
grouped together in such a readily available manner in 
any other book on the subject. The ordinary textbooks 
of bacteriology, hematology and parasitology limit them- 
selves in scope and devote many pages to theoretical con- 
siderations which, important enough for thorough sur- 
veys of individual subjects, have relatively less value to 
the laboratory diagnostician. In this book, theoretical dis- 
cussions are precise, but brief, and the emphasis is largely 
on methods and the interpretation of results. If one were 
to choose a single manual for general use in this kind 
of work, no other book —at any rate in English — could 
be found to equal it. Its scope is extraordinary, in that 
in addition to the subjects referred to in the title, there 
are excellent sections on diseases of the endocrine glands, 
deficiency diseases and chemical blood analysis. There are 
useful and sufficientiy extensive sections on insect vectors, 
on poisonous snakes and on other animal poisons. The 
material has been brought thoroughly up to date, and 
the authors have availed themselves of the expert advice 
of such men as Freeman, Francis, Dyer and Siler. 

If there are any criticisms to be made, it would be in 
regard to occasional slight oversights in including a few 
older methods that were published in earlier editions but 
have since been superseded by better ones. But such 
oversights are few, and taken as a whole, the book ful- 
fills the expectations aroused by perusal of its earlier 
editions. 

Perhaps the best summary of the value of the book 
that one can give is that it is not the type of volume 
which will be kept on library shelves but, once introduced 
into a laboratory or a doctor’s office, it will lie most of 
the time at the worker’s elbow. For the practicing phy- 
sician or public-health worker engaged in diagnostic 
work, this book cannot be too highly recommended, and 
the present edition, we predict, will greatly extend its 
already wide distribution. 
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Landmarks in Medicine. Laity lectures of the New York 
Academy of Medicine. 347 pp. New York and Lon- 
don: D Appleton-Century Co., 1939. $2.00. 


In 1886 the New York Academy of Medicine established 
the custom of inviting the public to its annual discourse. 
This organization had come to believe that there was 
an obligation of the medical profession to “interpret the 
progress of medical knowledge” for the information of the 
laity. A few years later, with the appreciation of the 
increasing interest in medical matters by the public, the 
Academy extended this service to maintain an annual series 
of lectures. 

In this volume will be found the third series of these 
lectures. In the first, Dr. Francis R. Packard records the 
important facts of the history of surgery from the time of 
Hippocrates through succeeding centuries to 1843, when 
the charter of the Royal College of Surgeons of England 
was obtained from Queen Victoria. In the second, Dr. 
Alfred E. Cohn discusses the meaning of medical re- 
search. The third, given by Dr. Harrison S. Maitland, 
presents an elaborate dissertation on the evolution and 
future of detective and mystery fiction, with descriptions 
of the methods adopted by murderers and suicides, fol- 
lewed by a treatise on forensic medicine in the United 
States. The fourth, by Dr. James J. Walsh, is devoted to 
medicine in the middle ages, including some features 
of medical education and laws pertaining to practice. In 
the fifth, Dr. Raymond Pearl presents facts relating to 
longevity, with charts and figures depicting the favorable 
and adverse factors relating to advanced age. The sixth, 
by Dr. Reginald Burbank, concerns the relation of medi- 
cine and civilization, and the seventh covers the early 
history of x-rays and the part played by Dr. Lewis Greg- 
ory Cole in their application to medicine. 

All the chapters in this volume demonstrate the remark- 
able ability of the authors to assemble facts and bring to 
bear associated matters of interest in elaborating the main 
themes, thus collecting a series of educational and inter- 
esting stories which appeal to intelligent readers. Fortu- 
nately organized medicine is meeting its obligation to the 
public and in many ways is maintaining a campaign of 
instruction which will offset the opposition to medical 
progress by certain groups. Lectures such as those pre- 
sented in this book have an important position in this 
campaign. 


The Principles and Practice of Perimetry. Luther C. 
Peter. Fourth edition. 331 pp. Philadelphia: Lea 
& Febiger, 1938. $4.50. 


The publication of the fourth edition of Dr. Peter’s book 
is testimony to its popularity. In spite of the criticisms 
offered in this review, the reviewer is happy to commend 
the author on the excellent organization of the subject 
matter and the attractive style of presentation. 

The value of the first section, dealing with anatomy and 
physiology, would be enhanced by more illustrations, par- 
ticularly by diagrams indicating the cortical representation 
of the macula, the visuosensory and visuopsychic connec- 
tions of the area striata and the positional arrangement of 
the retinal fibers in the optic nerve. Such diagrams would 
enable the student to correlate clearly and accurately the 
course of the retinal fibers to the cerebral cortex. 

The section dealing with technic would profit by a lucid 
discussion of fixation and means of obtaining it in the pres- 
ence of lowered visual acuity. Some of the desired informa- 
tion is present in the appendix but would be better placed 
in the text itself. Since fixation is certainly the most impor- 
tant single factor in perimetry and scotometry, it is deserv- 
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ing of detailed discussion in all its phases. For use with the 
Bjerrum type of tangent screen, no method of obtaining 
fixation in the presence of a central scotoma is indicated, 
Much space is devoted to the discussion of color fields 
and qualitative perimetry at the expense of the quantita 
tive method, especially as it relates to the tangent sercen, 
Color fields certainly have their place in perimetry, but, 
in view of the lack of standardization of colors and the 
wide variation of normal color fields, the reviewer be- 
lieves that quantitative methods offer greater satisfaction 
for routine examination. Students will be confused in 
their efforts to correlate Figure 40 and Figure 41 in the 
section dealing with the old and new methods of charting 
fields, because the charts in the latter are mislabeled, 
right for left, and vice versa. Many of the charts through. 
out the book fail to state the visual acuity or the size of 
the visual angle employed. 

In the section on special pathology, the author speaks 
of characteristic field changes in chronic nephritis and dia- 
betes, conditions wherein experienced perimetrists disagree 
about such changes. It would add to the value of this 
section if mention were made of the changes in the fields 
of vision due to vitamin A deficiency, and of field de- 
fects from chemical poisons, especially tryparsamide. 

The importance of preoperative fields in determining 
the extent of surgery in cases of detached retina should be 
emphasized. 

Dr. Peter’s book has undoubtedly advanced the subject 
of perimetry and should serve to stimulate recognition of 
its importance, especially in the fields of ophthalmology 
and neurology. 


Doctors, | Salute! Emilie Conklin. 92 pp. Winona Lake, 
Indiana: Light and Life Press, 1938. $1.50. 


Mrs. Conklin’s contacts with the medical profession 
seem to have been of the pleasantest, and many of her 
verses are in praise of the sons of Aesculapius. Verses they 
are, not poetry, unless one regards the latter as merely 
composition in meter. For her mount is no winged 
Pegasus, but a terrestrial steed which on occasion is ob- 
served to stumble. There have been those — heaven knows 
why — who have styled the lady “an American Kipling.” 
It would be more reasonable to liken her to Edgar A. 
Guest or James Whitcomb Riley —in their least sponta- 
neous moments. It seems a pity that one genuinely sin- 
cere and honest should select a medium of expression in 
which her efforts appear as forced and artificial as they 
do here. 


Out of the Running. G. Gertrude Hoopes. 158 pp. 
Springfield, Illinois, and Baltimore: Charles C Thomas, 
1939, $2.00. 


This is the autobiography of a patient, now aged sixty, 
who has suffered since childhood from paralysis of both 
legs and arms and inability to speak. The injury appears 
to have been either congenital or due to birth trauma. 
Mentally, she is normal, and this account of her life indi- 
cates that she has made unusually good use of her talents. 
Her life, necessarily much limited, is broadened by her 
contact with people, and much relief for her condition 
has been obtained by her devotion to the Catholic Church. 
This brief account of her life is of considerable medical 
interest indicating what may be accomplished under the 
most severe handicap by a patient determined to adjust 
her life to her environment. 


